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PART  FIVE 


HEALTHY     PUBLIC  POLICY 


THE  DISCUSSIONS, 
DIMENSIONS  & 
DIRECTIONS 

"WHEREAS  the  fundamen- 
tal resource  of  Alberta  is  its  people"... So  began 
the  Order-in-Council  which  established  this 
Premier's  Commission  on  Future  Health  Care  for 
Albertans,  thus  setting  the  tone  for  our  delibera- 
tions. Yes,  the  system  is  important  but  only  as  it 
serves  people.  No  system  can  guarantee  healthy 
Albertans,  living  in  a  healthy  Alberta. . .but  a 
system  can  support  and  nurture  the  personal  will 
of  people  in  pursuit  of  that  achievement. 


Volume  One  of  The  Rainbow  Report:  Our  Vision  for  Health  is 

comprised  of  four  parts  —  The  Future,  The  Commission  and  the  Task  The 
Rainbow  Report  and  the  Recommendations,  and  The  journey.  These  capture 
the  essence  of  our  hopes  and  visions  for  the  future  —  through  the  process  of 
arriving  at  our  conclusions,  leading  us  to  the  recommendations,  and  on  to  the 
journey  that  will  see  them  realized. 

Volume  Two  —  Directions  for  Change  —  provides  greater  detail  of  the 
Commissions  recommendations  and  suggestions  for  implementation.  It  also 
contains  a  summary  of  the  responses  to  the  Commissions  Interim  Report  on 
Nursing,  and  a  Glossary  of  Terms  and  Abbreviations. 

The  roots  of  the  directions  for  the  future  as  outlined  in  four  major 
chapters  are  based  in  the  concepts  of  '^all  of  us  and  some  of  us",  and  "healthy 
public  policy". 

All  of  us  are  the  people  of  Alberta.  We  are  the  Albertans,  and  we  include 
some  of  us  who  need  special  support  to  maintain  our  health.  To  varying 
degrees  at  some  point  in  our  lifetimes,  our  ability  to  be  independent  is 
impaired  —  all  of  us  become  some  of  us  with  the  need  for  specialized  care  and 
services.  All  of  us  are  dependent  in  infancy,  and  most  of  us  when  we  are 
elderly;  some  of  us  require  special  attention  because  we  have  disabilities  from 
birth  onward,  or  as  a  result  of  injury  or  disease.  These  needs,  while  different, 
must  be  identified  and  provided  for  some  of  us  in  the  same  context  and  values 
as  those  for  all  Albertans... in  an  atmosphere  which  encourages  self-reliance 
but  recognizes  inter-dependence. 

We  must  begin  thinking  and  speaking  in  terms  of  health  supports 
needed  by  some  of  us,  rather  than  focusing  on  disabilities  and  disadvantages. 
We  have  tended  to  label  some  of  us  who  need  special  support,  thereby 
contributing  to  our  segregation  from  all  of  us.  It  is  preferable  that  such  labels 
be  avoided  when  we  are  thinking  and  speaking  in  terms  of  people. 

Healthy  public  policy,  according  to  the  World  Health  Organization 
(1988),  is  "characterized  by  an  explicit  concern  for  health  and  equity  in  all 
areas  of  policy  and  an  accountability  for  health  impact.  The  main  aim  of 
healthy  public  policy  is  to  create  a  supportive  environment,  to  enable  people 
to  lead  healthy  lives". 

The  importance  of  the  contributions  of  health  care  providers  —  who 
have  served  our  communities  well  in  the  past  and  will  continue  to  do  so  in  the 
future  —  cannot  be  overstated.  Yet  it  must  be  recognized  that  there  are  limits 
to  what  the  health  professions  can  do,  or  for  which  they  can  be  held  accountable. 
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The  principle  behind  healthy  public  policy  is  a  simple  one:  many  of  the 
major  determinants  of  health  and  disease  lie  outside  the  jurisdiction  of  the 
health  sector,  and  beyond  the  control  of  individuals  who  might  be  affected.  It 
is  imperative  that  health  and  health  impact  be  given  priority  —  or  at  least  as 
much  attention  as  economic  development  and  diversification,  legal  and 
regulatory,  and  education  considerations  —  on  the  agendas  of  those  decision- 
makers who  are  not  involved  in  health  in  a  seemingly  direct  way. 

To  begin,  health  must  be  looked  upon  within  an  integrated  framework 
of  our  homes,  our  schools,  our  workplaces,  and  our  community  environ- 
ments —  both  social  and  physical.  The  fundamental  effect  on  our  health 
prospects  must  be  taken  into  account  during  the  determination  of  public 
policies.  There  must  be  a  genuine  dialogue  between  decision-makers  and  the 
various  publics  upon  whom  the  policies  will  impact.  And,  this  must  be 
followed  through  with  a  firm  commitment  to  coordinate  activities  and  resources. 
This  will  require  the  cooperative  efforts  among  the  three  orders  of  govern- 
ment —  federal,  provincial  and  municipal  —  non-governmental  organiza- 
tions, and  the  private  sector.  They  must  begin  talking  together  and  planning 
together.  A  tall  order.^  Yes.  An  unrealistic  expectation.^  No. 

The  good  news  is  that  in  Alberta  decision-makers  and  interest-groups 
are  beginning  to  talk  to  each  other,  and  —  where  it  occurs  —  it  does  work.  We 
still  have  a  long  way  to  go  to  achieve  the  ideal,  but  slowly  we  are  building  the 
foundations  that  will  support  healthy  public  policy  development. 

Indeed,  Caring  and  Responsibility  —  A  Statement  of  Social  Policy 
for  Alberta,  produced  by  the  Honourable  Neil  Crawford  in  1988,  is  an 
excellent  example  of  healthy  public  policy,  and  a  clear  indication  that  the 
Government  of  Alberta  has  moved  toward  the  development  of  such  policies. 
The  document  "recognizes  that  social  and  economic  development  are  insepa- 
rable'' within  its  statement  of  policy,  and  outlines  the  role  of  government  in  11 
guiding  principles  (see  Appendix,  Volume  Three).  Of  the  broad  range  of 
social  programs  described  in  the  policy  paper,  health  is  the  most  costly  of  the 
four  categories  listed,  consuming  almost  one-third  of  the  province's  expendi- 
tures on  people-oriented  programs  and  services. 

Despite  such  fiscal  prominence,  health  has  yet  to  attain  the  profile  it 
warrants  as  a  consideration  around  government  and  industry  boardroom 
tables.  The  establishment  of  this  Commission  and  the  Premier's  Council  on 
the  Status  of  Persons  with  Disabilities  are  examples  of  positive  steps  toward 
this  achievement.  Serious  consideration  should  be  given  to  naming  ministers 
to  a  "Health  Board  of  Cabinet"  —  similar  to  the  Treasury  Board  of  Cabinet  — 
in  recognition  of  the  importance  of  health  matters  in  all  aspects  of  our  lives. 
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Overall,  however,  we  need  improved  communications  and  consultation, 
and  more  efficient  exchanges  of  information  through  the  emergence  of 
strong,  vibrant  networks.  By  this  we  mean  deep  commitment  to  public 
participation  within  communities  that  identify  their  own  problems,  sug- 
gest how  to  solve  them,  and  take  the  responsibility  for  doing  so.  We  need 
coordinated  partnerships  among  various  sectors  and  interest  groups  to  build 
on  a  firm  knowledge  base,  using  healthy  public  policy,  and  health  promo- 
tion and  illness/injury  prevention  as  dynamic  forces  for  change.  We  need 
sensitive,  progressive  governments  that  understand,  facilitate  and  support 
this  process. 

As  Albertans  —  all  of  us  and  some  of  us  —  want  to  live  in  areas  where 
policies  and  programs  are  aimed  at  creating  healthier  environments.  We  want 
to  know  that  the  three  orders  of  government  are  aware  of  the  health  implica- 
tions of  their  actions  at  every  stage  of  policy  planning  and  formulation.  We 
want  assurance  that  they  will  work  cooperatively  with  the  private  and  volun- 
teer sectors  to  create  communities  where  healthy  choices  are  easy  choices. 
And  we  want  strong  emphasis  placed  on  knowledge  development  and  system- 
atic research  to  deal  effectively  with  these  challenges. 

Part  Five  -  Healthy  Public  Policy  emphasizes,  in  four  chapters,  how  the 
Principles  of  People,  Choice,  Change,  Decisions  and  Opportunity  can  be 
used  to  enhance  the  possibility  of  achieving  the  Mission  Statement  of  the 
Commission. 

The  first  two  chapters  —  Healthy  Albertans:  Our  fundamental 
resource,  and  People:  The  real  focus  —  are  about  all  of  us  and  some  of  us, 
and  have  people  as  the  core.  Firstly,  we  look  at  who  we  are  and  how  we  are,  and 
ways  to  become  and  stay  healthier.  Secondly,  we  examine  how  we  can  best 
relate  our  overall  health  to  the  systems  within  the  health  care  system. 

The  next  two  chapters  —  The  system:  Achieving  a  balance,  and 
The  world  around  us  —  focus  on  broader  healthy  public  policies  as  the 
logical  means  to  accomplish  our  goals.  The  third  chapter  highlights  building 
links  to  produce  the  best  systems  we  can  for  the  good  of  both  providers  and 
consumers.  People  have  to  be  able  to  access  services  with  ease  and  confi- 
dence. The  last  chapter  deals  with  environmental  health  issues  and  the 
importance  of  protecting  what  we  have  because  —  in  the  final  analysis  — 
nothing  matters  if  we  can't  breathe. 

The  following  text  —  The  Recomynendations,  The  General  Directions 
and  Six  Directions  for  Change  —  for  purposes  of  continuity  and  emphasis  is 
repeated  with  minor  modification  from  Volume  One. 
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S      I      X      DIRECTIONS  FOR  CHAN  Gi 


■'Healthy  Albertans,  living  in  a  healthy  Alberta"  can  be 
achieved  if  the  government  is  prepared  to  be  bold  —  to 
demonstrate  its  commitment  to  the  health  of  its  people  as  a 
priority.  We  need  legislation—  including  a  strictly  enforced; 
Alberta  Code  of  Health  and  Environmental  Ethics  —  that 
ensures  that  the  health  of  individual  Albertans  is  consciously 
and  publicly  in  balance  with  economic  development  and 
other  initiatives. 

(See  Page  47,  Volume  One:  and  Chapter  Four,  Volume  Two) 


Because  Albertans  are  going  to  be  expected  to  take  more 
responsibility  for  becoming  and  remaining  healthy,  they 
must  develop  a  greater  knowledge-base  in  healthy  living.  At 
a  minimum,  one  per  cent  more  needs  to  be  re-allocated  from 
the  total  Alberta  Health  operating  budget  for  specifically 
targeted  promotion  and  prevention  programs. 
(See  Page  30.  Volume  One;  and  Chapter  One.  Volume  Two) 


THE  RECOMMENDATIONS 

The  Commission  envisions  a  health  and 
health  care  future  for  Albertans  that  will  serve 
us  well  in  the  Twenty-first  Century  and  still  be 
achievable,  believable  and  meaningful  in  the 
context  of  today. 

The  recommendations  are  meant  to  en- 
courage and  motivate... to  serve  as  the  impetus 
for  a  new  generation  of  commitment  and  knowl- 
edge into  which  we  can  move  with  skill  and 
humanity.  Our  single  most  important  task  is  to 
set  ourselves  —  our  minds,  our  hearts,  and  our 
feet  —  on  the  journey  to  our  future.  If,  as 
Albertans,  we  choose  too  narrow  a  path  and 
explore  only  our  current  problems  —  never 
venturing  down  the  countless  avenues  that 
beckon  us  on  this  journey  —  we  will  fail. 

THE  GENERAL  DIRECTIONS 

The  Commission  has  selected  —  from 
among  our  21  recommendations  —  six  direc- 
tions for  change  as  demonstrative  of  the  overall 
approach  we  have  taken.  We  believe  these  direc- 
tions embody  the  spirit  of  our  conclusions.  They 
are  our  way  of  building  the  future  on  an  essen- 
tially sound  foundation.  Our  recommendations 
are  illustrative  of  the  way  Alberta  can  address 
the  short,  medium  and  long-term  goals  that  are 
identified  as  desirable.  These  are  elaborated  upon 
in  the  following  pages  and  presented  in  greater 
detail  in  Volume  Two.  The  recommendations 
have  been  numbered  for  easy  reference,  and  are 
arranged  in  an  order  in  which  things  might 
happen  logically,  not  in  order  of  importance. 
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mm  The  key  to  a  responsive  system  is  to  return  the  authority 
for  decisions  affecting  the  relevance  of  health  services  to 
people  within  the  communities,  familiar  with  local  needs 
and  priorities.  Health  Authorities,  with  responsibility  for 
allocating  funds  and  comprised  of  locally-elected  trustees, 
should  be  established  throughout  the  province. 
(See  Page  40,  Volume  One,  and  Chapter  Three,  Volume  Two) 


If  the  government  is  committed  to  fostering  an  atmo- 
sphere of  self-reliance,  autonomy  and  dignity  among  its 
citizens,  then  individual  Albertans,  and/or  their  designates, 
should  have  the  responsibility  for  disbursing  and  managing 
the  funds  required  for  their  health  and  health  care  needs. 
(See  Page  35,  Volume  One,  and  Chapter  Two,  Volume  Two) 


Matters  regarding  our  lives  and  our  health,  and  living 
and  dying  with  dignity  are  complex  and  worrisome  issues 
which  require  deliberation  and  discussion.  The  Government 
of  Alberta  should  provide  matching-grant  funds  for  the 
establishment  of  a  publicly-accessible  Ethics  Centre  to  assist 
Albertans  facing  such  dilemmas. 
( See  Page  33,  Volume  One,,  and  Chapter  Two,  Volume  Two) 


The  vision  of  "healthy  Albertans,  living  in  a  health) 
Alberta"  needs  a  champion  —  an  Advocate  —  to  focus  on 
our  state  of  well-being,,  and  the  long-term  efficiency  and 
effectiveness  of  our  health  system.  An  Advocate  for  a  Healthy 
Alberta  would  communicate  with  and  to  Albertans  and  the 
government  about  health  and  health  care 
(See  Page  38,  Volume  One,  and  Chapter  Three,  Volume  Two) 


CHAPTER  ONE 


HEALTHY  ALBERTANS: 
OUR  FUNDAMENTAL 
RESOURCE 


WHO  ARE  WE? 


We  are  the  Albertans  —  all 
of  us  —  living  our  lives  within  families  and  within 
communities... fulfilling  our  roles  as  parents,  chil- 
dren, workers,  friends  and  colleagues,  in  private 
and  public  services  to  others  and  ourselves.  For 
some  of  us,  things  have  never  been  better  or  are  as 
good  as  they  can  get.  For  others  life  is  a  struggle. 


Alberta  Population,  1956-2016 

Projections 
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Source:  Population  Proiections  Alberta  1987-2016 
Alberta  Treasury  Bureau  of  Statistics 


Today,  we  number  2.41  million  people  —  1.21  million  males  and  1.20 
million  females.  Our  population  has  more  than  doubled  since  the  mid-1950s. 
Indeed,  it  underwent  a  remarkable  transformation  from  1971  to  1987  when 
three-quarters  of  a  million  people  became  Albertans  —  that  s  equivalent  to 
adding  75  per  cent  of  the  people  of  Saskatchewan  or  Manitoba  to  our 
population.  We  are  projected  to  grow  by  as  few  as  a  half-million  people  to  as 
many  as  one-and-a-half  million  people  in  the  next  30  years. 

The  average  rate  of  population  growth  is  expected  to  be  lower  in  the 
next,  than  in  the  past,  three  decades.  Population  growth  is  derived  from 
natural  increase  —  births  minus  deaths  —  and  net  migration  —  interprovincial 
plus  international  newcomers  less  persons  moving  out  of  Alberta. 

Mortality  rates  have  been  declining  steadily  during  recent  decades  —  a 
trend  that  can  be  expected  to  continue  largely  due  to  medical  and  health- 
related  advances  that  prolong  the  average  lifespan.  It  is  interesting  to  note 
that  the  life  expectancy  of  both  males  and  females  increased  by  approximately 
three  years  between  1971  and  1986;  that  by  1986  the  average  life  expectancy 
of  females  was  80.3  years  versus  73-3  for  males  —  and  projected  to  rise  by 
2016  to  83.7  and  78.5  respectively.  The  difference  in  life  expectancy  for 
males  and  females  has  been  narrowing  since  the  mid-1950s,  and  may  lessen  to 
an  even  greater  extent  in  the  future,  thereby  redressing  the  traditional  elderly 
female-male  imbalance.  This  is  critically  important  because  loneliness  among 
the  elderly  is  a  major  worry  for  the  future  —  one  which  caused  the  Dutch  to 
suggest  that  maybe  younger  men  should  marry  older  women! 


Fertility,  Expected  Births  Per  Woman 

of  Childbearing  Years,  1956-2016,  Alberta 


Infant  mortality  rates  have  improved  significantly  as  well  —  from  40 
deaths  per  1,000  live  births  in  the  1950s  to  seven  in  1987,  the  lowest  rate  in 
Canada.  However,  fewer  Albertans  are  being  born.  Fertility  rates  had  dropped 
from  4.28  births  to  women  15  to  49  years  of  age  in  1956  to  1.90  in  1986.  It  is 
anticipated  that  the  fertility  among  women  between  the  ages  of  20  and  29 
prime  child-bearing  years  will  decline  even  further  as  the  "baby  boom" 
generation  moves  beyond  peak  child-bearing  years.  In  1989,  there  were 
745,700  children  in  Alberta.  The  projection  for  the  future  is  that  their 
number  will  drop  to  722,900  by  2001,  and  to  612,800  by  2016. 


Source:  Population  Proiections  Alberta  1987-2016 
Alberta  Treasury  Bureau  of  Stotistics 
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Migration  in  Alberta  has  been  relatively  conservative,  and  we  generally 
experience  more  in-migrants  to  the  province  than  out-migrants.  The  extraor- 
dinary in-flow  of  people  —  68,300  moved  here  —  attracted  by  the  economic 
boom  generated  by  unusually  high  oil  activity  and  prices  in  the  late  seventies 
and  early  eighties  is  not  projected  to  recur  in  the  near  future.  But  the 
Twenty-first  Century  could  herald  a  new  boom  to  the  population  as  environ- 
mental refugees  seek  out  cleaner  Alberta  air  and  open  spaces. 

Alberta  typically  receives  between  8.0  and  10  per  cent  of  Canada's 
overall  immigration.  The  number  of  new  Canadians  accepted  annually  has 
fluctuated  dramatically  during  past  decades,  influenced  by  national  quotas 
and  international  events  which  result  in  decisions  to  accept  refugees  —  as  we 
did  with  Vietnamese  refugees  in  the  1970s. 

The  result  is  that  Alberta  has  become  a  diverse  cultural  mix  of  people 
with  the  greatest  proportion  of  British  origin,  a  substantial  number  of 
German,  Ukrainian  and  French  origin,  and  a  smaller  proportion  from  other 
countries. 

According  to  a  discussion  paper  issued  recently  by  Alberta  Culture  and 
Multiculturalism,  "in  1961,  Italy,  Britain,  the  United  States,  Germany,  Greece, 
Portugal,  Poland,  Yugoslavia,  the  Netherlands  and  France  accounted  for  85 
per  cent  of  the  immigrants  to  Canada.  In  the  1980s,  the  top  10  included 
Vietnam,  Hong  Kong,  India,  the  Philippines,  El  Salvador,  Jamaica  and 
China.  Forty-three  per  cent  of  immigrants  who  arrived  between  1981  and 
1986  were  born  in  Asia,  only  29  per  cent  came  from  Europe,  compared  to  51 
per  cent  in  1961."  Because  these  immigration  patterns  would  be  similar  for 
Alberta,  the  paper  suggests  that  our  social  and  health  care  institutions  face  a 
unique  challenge  in  providing  care  from  a  "knowledge  which  is  culturally 
intuitive,  sensitive  and  accepting".  We  would  do  well  to  apply  similar-based 
knowledge  in  the  provision  of  care  to  our  Native  peoples,  as  well. 

The  composition  or  demographic  profile  of  the  population  will  change 
considerably  in  the  years  to  come.  Albertan  s  median  age  —  the  point  at  which 
half  are  older  and  half  are  younger  —  was  29  in  1986.  From  all  indications  — 
the  aging  of  the  baby  boomers,  relatively  fewer  births,  and  the  increase  in  life 
expectancy  —  the  median  age  is  projected  to  shift  rather  dramatically  to 
between  36  and  40  by  2016.  This  could  be  good  news  for  industries  that  profit 
from  middle-aged  spending.  The  number  of  15-to-24-year-olds  will  drop. 


Net  Migration,  1956-2016 

International  plus  Interprovincial,  Alberta 

Pro|ections 
Hhigh 


Percentage  Distribution  of  Alberta's 
Population  by  Ethnic  Origin,  1981 


Percentage  (%) 
Ethnic  Groups  out  of  100 


British  Single  Origins 

43.5 

German 

10.53 

Ukrainian 

6.18 

French 

5.05 

Scandinavian 

3.55 

Dutch 

2.94 

Native  Peoples 

2.71 

Polish 

1.70 

Chinese 

1.56 

Italian 

1.21 

Pacific  Islands 

.75 

Magyar  (Hungarian) 

.69 

Indo-Pakistani 

.60 

Czech  and  Slavic 

.51 

Other  Single  Origins 

6.12 

Multiple  Ongins 

12.30 

Source:  1981  Census  of  Canada:  20  per  cent  Doto  Bose. 
Statistics  Canada.  April  25,  1983. 
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"It  is  the  aging  of  the 
population  that  presents  the 
greatest  challenge,  since 
the  costs  of  care  for  the  elderly 
will  need  to  be  supported 
by  a  decreasing  young 
population." 

The  College  of  Chiropractors 
of  Alberta 


Dependent  children  —  those  14  years  old  and  younger  —  will  account 
for  only  17  per  cent  of  the  population  compared  to  the  current  24  per  cent. 
The  decline  in  the  number  of  young  Albertans  will  mean  fewer  attending 
elementary,  secondary  and  post-secondary  institutions.  The  most  notable 
drop  in  proportion  will  be  those  younger  than  45  —  accounting  for  75  per 
cent  of  the  population  in  1986,  but  only  58  per  cent  by  2016.  In  contrast,  the 
elderly  65+  segment  will  rise  from  8.0  to  14  per  cent.  The  fastest  growing 
age  segment  —  Albertans  over  80  —  will  affect  health-care  delivery  and 
retirement  community  development. 


Alberta  Population  Projections  By  Age  and  Gender 


These  shifts  in  the  age  distribution  of  the  population  could  be  cause  for 
concern.  While  the  number  of  children  will  stabilize,  the  proportion  of 
elderly  people  will  more  than  double  —  from  201,000  to  464,000  in  three 
decades.  The  remaining  component  —  the  working-age  Albertans  —  will 
continue  to  grow  at  the  same  rate  as  the  total  population.  This  means  64  per 
cent  of  the  total  population  will  still  be  contributing  to  the  wealth  of  the 
province. .  .to  the  support  of  fewer  dependent  children  and  a  growing  number 
of  elderly  citizens. 
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The  strong  work  ethic 

These  demographic  changes  also  will  affect  future  labour  market  develop- 
ments. In  the  past,  Alberta  has  experienced  average  employment  growth  in 
the  2.0  to  4.0  per  cent  range,  supported  by  comparable  population  growth. 
The  gap  between  employment  growth  and  working-age  population  has  always 
been  filled  by  increased  labour  force  participation.  In  the  next  30  years, 
working  age  population  growth  is  expected  to  average  only  1.0  to  1.5  per  cent 

—  requiring  that  the  gap  be  filled  by  continued  increases  in  participation. 

The  labour  force  is  comprised  of  the  civilian,  non-institutional  popula- 
tion 15  years  of  age  or  older  who  are  employed,  or  unemployed  and  seeking  or 
available  for  work.  Labour  force  participation  ratio  measures  these  people 
against  the  total  population  15  years  of  age  and  older.  Between  1975  and  1981, 
Alberta's  participation  ratio  rose  by  approximately  15  per  cent  as  a  greater 
percentage  of  the  population  cashed-in  on  the  economic  boom.  As  the  effects 
of  the  recession  began  to  be  felt,  the  total  ratio  held  surprisingly  firm  at  the  72 
per  cent  range  between  1982  and  1987;  however,  the  gender  specific  ratios 
were  relatively  volatile.  The  female  participation  rate  grew  rapidly  between 
1975  and  1987  —  even  continuing  to  grow  slowly  after  1982  —  while  the 
male  rate  peaked  in  1981  and  then  gradually  fell  below  its  1975  level. 

In  1975,  Alberta's  total  participation  rate  was  63  per  cent  —  82.4  per  cent 
male  and  49.6  per  cent  female.  In  1987,  it  had  risen  to  72  per  cent  —  81.4  per 
cent  male  and  62.7  per  cent  female.  By  August  1989,  participation  rates  were 
at  all-time  highs  —  74.9  per  cent  overall,  84.6  per  cent  male  and  65.3  per 
cent  female.  A  record  number  of  Albertans  —  1,258,000  —  were  employed. 

It  is  worth  noting  that  Alberta  has  traditionally  had  the  highest  total 
participation  rate  in  Canada  —  in  August  1989  the  national  average  was  69.1 
per  cent  while  Ontario  was  second  to  Alberta  with  71.6  per  cent.  Participa- 
tion rates  should  be  considered  far  more  important  than  unemployment  rates 

—  they  mean  hope,  not  despair.  Were  our  participation  rates  not  so  high,  our 
unemployment  rates  would  be  lower.  Albertans  want  to  work... and  most  of 
us  do.  And  the  rest  of  us  who  are  out  there  looking  strongly  believe  we  will 
find  employment. 


Participation  Rate 

by  Gender  and  Age,  Alberta 


August  1989 

M 

F 

M+F 

15-24 

87.6 

79,6 

83,7 

15-19 

81.7 

72,6 

77,3 

20-24 

93.4 

86,0 

89,7 

25+ 

83.9 

61,7 

72,6 

25-44 

96,9 

77,9 

87,4 

45-64 

84.7 

58.7 

71,8 

65+ 

17,6 

4,2 

10.1 

Total 

84.6 

65.3 

74.9 

Source:  Alberta  Bureau  of  Statistics,  1988 


Employment/Population  Ratio 
by  Gender  and  Age,  Alberta 


August  1989 


M 

F 

M+F 

15-24 

78.5 

72.0 

75.3 

15-19 

70.3 

65.1 

67,4 

20-24 

86.3 

78.9 

82,6 

25+ 

79.8 

56.6 

68,0 

25-44 

91.9 

70.6 

81.3 

45-64 

80.7 

55.7 

68,3 

65+ 

17.6 

4.6 

10,4 

Total 

79.5 

59.7 

69.5 

Source:  Alberta  Bureau  of  Statistics,  1988 


"It  is  recommended  that,  in  view 
of  the  healthy  public  policy, 
unemployment  issues  will  need 
consideration  because  of  the 
cycle  of  unemployment,  poverty, 
social  and  health  issues. 
Employment  opportunities  will 
need  to  be  available  for  the 
aging  population  and  disabled." 
Wetoka  Health  Unit  Board. 
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"...First,  we  make  little 
provision  for  phasing-in 
retirement  with  the  option  of 
continuing  some  years  of 
productive  part-time  employ- 
ment both  for  men  and  for 
women.  Having  something  to 
do,  and  having  someone  to 
do  it  with,  having  a 
contribution  to  make  to 
society  is  part  of  the  personal 
well-being  and  holistic  health 
of  any  able-bodied  person." 
Senior  Citizens  Workshop 
Participant 


"It  is  recommended  that  there 
be  more  interpreters  in  our 
medical  centres  who  could 
help  overcome  the  language 
barriers  and  also  provide 
some  much  needed 
psychological  insight.  People 
with  some  expertise  and  train- 
ing in  their  native  land  could 
gain  some  recognition  here 
by  being  lay  assistants' to  our 
professionals  just  as  the  bare- 
foot' doctors  were  in  China." 
A.L.  Davies-Fuhr 


As  more  Albertans  elect  to  take  early  retirement,  this  too  will  affect 
labour  force  participation  rates.  In  the  first  year  following  the  January  1987 
changes  to  the  Canada  Pension  Plan  —  allowing  retirement  from  age  60  at  a 
reduced  pension  —  twice  the  number  of  Canadians  retired  before  age  65. 
This  trend  could  be  reversed.  Rules  and  policies  could  be  changed  by  the 
federal  and  provincial  governments  allowing  older  workers  who  are  healthy  to 
continue  working  and  contributing  to  the  revenue  base  —  either  because  of  a 
Supreme  Court  ruling  against  mandatory  retirement,  or  to  fend  off  the 
increase  in  social  services  costs  that  can  be  anticipated  as  the  baby  boom 
generation  nears  retirement. 

As  Alberta's  population  ages  and  there  are  fewer  20  to  24  year-olds,  job 
opportunities  may  increase  for  teenagers.  The  long-run  social  consequences 
of  more  teens  holding  full  and  part-time  jobs  is  unclear,  but  early  employment 
could  interfere  with  educational  attainment.  Another  subtle  impact  is  that 
young  workers  are  at  highest  risk  for  work-related  injury.  Communicating 
with  them  regarding  occupational  health  and  safety  practices  will  become 
increasingly  important.  The  "catch-22"  could  be  in  attempting  to  effectively 
communicate  with  young  people  who  have  limited  their  literacy  and  numeracy 
skills  to  become  wage-earners.  This  is  particularly  important  to  being  healthy 
—  a  condition  linked  to  education  and  income  levels. 

Shortages  in  Alberta's  labour  force  could  be  partially  or  totally  offset  by 
encouraging  increased  immigration.  The  majority  of  recent  immigrants  have 
found  employment  in  the  services,  manufacturing  and  trade  industries. 
While  86  per  cent  of  immigrants  have  a  grade  nine  or  higher  education, 
compared  to  60  per  cent  of  Canadians,  many  are  working  in  jobs  other  than 
those  for  which  they  were  trained  in  their  countries  of  origin  —  often  because 
they  lack  proficiency  in  the  English  language.  As  new  Canadians  begin  to 
form  a  larger  percentage  of  the  population,  effective  ways  to  communicate 
with  them  about  health  and  health  care  will  become  increasingly  important. 
Indeed,  the  matter  of  communication  is  critical  to  all  Albertans.  The 
problem  of  illiteracy  —  both  among  new  Canadians  and  our  native  born 
population  —  is  frightening.  Twenty-two  per  cent  of  Canadians  over  the  age 
of  15  and  not  attending  school  is  illiterate  or  functionally  illiterate.  Participa- 
tion by  Canadians  aged  17  in  formal  education  and  apprenticeship  programs  is 
74  per  cent,  compared  to  94  per  cent  in  Japan  and  89  per  cent  in  Germany. 

Literacy  and  comprehension  are  linked  to  health.  If  one  doesn't  under- 
stand, how  can  one  respond  to  suggestions.^  //  may  be  that  the  most  important 
dollar  spent  on  health  is  the  one  spent  on  education. 
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The  spectre  of  poverty  in  the  midst  of  above  average  incomes 

Income  level  is  a  determining  factor  in  the  lifestyle  and  health  needs  of 
Albertans.  There  appears  to  be  an  undeniable  link  between  how  much  money 
we  have  and  our  state  of  well-being.  Speaking  at  the  International  Conference 
on  Health  Promotion  in  1986,  then-minister  of  Health  and  Welfare  Canada, 
Jake  Epp,  said  that  ''the  first  challenge  we  face  is  to  find  ways  of  reducing 
inequities  in  the  health  of  low-versus-high-income  groups  in  Canada. .  .despite 
Canada's  superior  health  service  system,  people's  health  remains  directly 
related  to  their  economic  status.  For  example,  it  has  been  reported  that  men 
in  the  upper-income  group  live  six  years  longer  than  men  with  a  low  income." 
In  1969,  23  per  cent  of  Canadians  were  identified  as  "poor"... and  while  that 
percentage  has  now  been  halved,  more  must  be  done  to  improve  income 
levels. 

The  matter  of  how  to  deal  with  poverty  in  Canada,  and  within  various 
regions,  has  been  the  subject  of  many  studies.  The  concept  of  guaranteed 
annual  income  formed  part  of  the  Saskatchewan  Family  Income  Plan  (1974); 
Ottawa's  Child  Tax  Credit  Plan  (1978);  Quebec's  Work  Income  Supplement 
Program  (1979);  Manitoba's  Income  Support  Program  (1980);  and  the 
Macdonald  Commission's  Universal  Income  Supplementation  Program  (1985). 
The  question  of  guaranteed  annual  income  as  a  substitute  for  the  many 
federal  and  provincial  social  assistance  programs  will  not  go  away  until  it  can 
be  shown  that  a  separate  guaranteed  income  scheme  is  not  more  efficient, 
effective,  and  economically  —  as  well  as  more  socially  —  acceptable  than  the 
multitude  of  universally  available  social  programs  now  in  place.  What  seems 
to  be  needed  is  the  national  will  —  followed  by  the  political  will  —  to  help 
poor,  including  working  poor,  Canadians  with  more  than  just  money.  These 
people  need  sympathy,  understanding,  and  kind  direction.  We  must  encour- 
age more  programs  —  like  the  one  for  the  people  in  Calling  Lake  in  northcentral 
Alberta  —  which  attempt  to  reverse  community  dependency  on  welfare 
through  an  action  plan  that  includes  providing  funds  for  a  liaison  worker,  plus 
job  and  economic  development  combined  with  social  assistance  reform. 


"Poverty  has  a  major  impact 
on  health  and  is  often  seen  in 
the  groups  of  single  mothers, 
low-income  families  and 
families  caring  for  a  sick 
member.  Poverty  affects  one's 
ability  to  obtain  health  for 
themselves  and  their 
families." 

The  Alberta  Community  Health 
Nurses  Society. 


Edmonton  Food  Bank 
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"The  health  care  system  is 
picking  up  the  deficiencies  in 
Canada's  distribution  of 
income,  housing  and  its  social 
system  in  general. ..Incomes 
should  be  raised  at  least  to 
the  equivalent  of  the  poverty 
line." 

Alberta  Association  of 
Social  Workers 


"It  is  recommended  that  issues 
such  as  equal  pay,  women's 
rights,  children's  rights,  plight 
of  the  single  parent.. .will  need 
to  be  addressed  on  a  broader 
context." 

Medicine  Hat  Regional 
Psychiatric  Services  Planning 
Committee 


Generally,  average  incomes  in  Alberta  increased  significantly  during 
the  boom  years  of  the  seventies,  fell  with  the  onslaught  of  the  recession 
in  the  early  eighties,  and  have  improved  from  1985  onward.  The  average 
family  income  in  1986  was  $42,428  —  5.1  per  cent  higher  than  the  average 
for  Canada.  The  Statistics  Canada  1988  estimates  for  personal  income  per 
capita  were  $19,898  in  Alberta,  compared  to  $19,509  for  Canada. 


Personal  Income;  Alberta  1971-1988 


Year 

Total 
Personal 
Income 

($M) 

Annual 
Change 

(%) 

Total 
Population 
(000  s) 

Annual 
Change 

(%) 

Personal 
Income 
Per  Capita 

($) 

Annual 
Change 

(%) 

1971 

5501 

1628 

3379 

1972 

6289 

14.3 

1657 

1.8 

3795 

12  3 

1973 

7501 

19.3 

1690 

2.0 

4438 

17.0 

1974 

9127 

21.7 

1722 

1.9 

5300 

19.4 

1975 

11064 

21.2 

1778 

3.3 

6222 

17.4 

1976 

12787 

15.6 

1838 

3.4 

6957 

11.8 

1977 

14573 

14.0 

1913 

4.1 

7618 

9.5 

1978 

17262 

18.5 

1983 

3.7 

8705 

14.3 

1979 

20545 

19.0 

2053 

3.5 

10007 

15.0 

1980 

24688 

20.2 

2141 

4.3 

11531 

15.2 

1981 

30763 

24.6 

2237 

4.5 

13752 

19.2 

1982 

34692 

12.8 

2315 

3.5 

14986 

9.0 

1983 

35451 

2.2 

2339 

1.0 

15156 

1.1 

1984 

36796 

3.8 

2339 

-0.0 

15732 

3.8 

1985 

40523 

10.1 

2349 

0.4 

17251 

9.7 

1986 

42220 

4.2 

2375 

1.1 

17777 

3.1 

1987 

43799 

3.7 

2380 

0.2 

18403 

3.5 

1988 

47774 

9.1 

2401 

0.9 

19898 

8.1 

Source:  Statisics  Canada,  Catalogue  No.  13-201,  13-531  and  91-210. 


Despite  our  apparent  prosperity,  poverty  is  a  reality  for  a  substantial 
number  of  Albertans. .  .and  because  of  higher  income  levels,  the  gap  between 
those  who  "have"  and  those  who  "have  not"  is  wider  here  than  elsewhere  in 
Canada.  Low  income  is  defined  as  having  to  spend  58.5  per  cent  of  ones  income 
on  the  essentials  such  as  food,  shelter  and  clothing.  However,  because  few 
can  agree  on  where  "the  poverty  line"  really  lies,  poverty  is  a  relative  concept. 
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Certain  groups  are  particularly  vulnerable  to  poverty:  one-parent 
families  —  four  in  10  headed  by  women  in  Canada  are  poor  compared  to  one 
in  10  headed  by  men;  unattached  persons  —  women  more  so  than  men; 
unattached  elderly  persons  —  again  women  more  so  than  men.  Such  phe- 
nomena identify  the  trend  that  has  been  termed  the  "feminization  of  poverty" 

—  an  over-representation  of  women  in  the  ranks  of  those  living  on  low 
incomes.  Fortunately,  the  feminization  trend  did  not  accelerate  in  the  eight- 
ies; and  poverty  has  declined  significantly  for  elderly  Albertans,  particularly 
those  who  live  in  families.  Poverty  among  unattached  senior  women,  notably 
widows,  remains  a  serious  problem. 

Children  are  the  unwitting  victims  of  low  income.  In  1986,  93,600  — 
15.6  per  cent  —  of  Alberta's  children  under  the  age  of  16  were  living  below 
the  poverty  line.  The  impact  on  their  lives  and  their  well-being  is  significant 

—  the  further  tragedy  is  that  poverty  tends  to  perpetuate  itself  through 
generations.  Once  caught  in  the  web  of  ill  health,  generally  poor  nutrition  and 
low  education,  the  chances  of  escaping  to  attain  a  healthier  state  of  well-being 
are  lessened. 


Percentage  of  Unattached 
Individuals  Below 
the  Poverty  Line, 
Alberta,  1981-1986 


Source:  Poverty  Profile  1988 
NoHonol  Council  of  Welfare  Canada 


The  risk  of  poverty  is  clearly  linked  to  education  levels  —  generally,  the 
higher  the  education  of  the  head  of  the  family,  the  higher  the  income  levels, 
and  the  healthier  the  family.  This  should  not  be  interpreted  to  mean  that 
Albertans  living  above  the  poverty  line  are  immune  to  ill-health,  malnutrition 
or  poor  educational  attainment.  New  diseases  of  affluence  —  addiction  to 
alcohol  and  other  substances,  and  undernourishment  and  poor  physical 
condition  as  a  result  of  time-constraint  or  addictive  behaviour  —  are  a 
growing  concern. 

We  must  nurture  and  protect  our  children  —  our  most  valuable 
resource.  As  parents  we  must  know  how  to  care  for  children,  and  encourage 
an  active  partnership  with  them  in  learning  about  health  and  how  to  assume 
responsibility  for  making  healthy  choices.  Our  homes,  and  educational  and 
social  environments  in  Alberta  must  be  maintained  in  a  manner  that  will 
nurture  the  intellectual,  physical  and  psychological  development  of  our 
children.  Children  are  our  hope... our  future. 

We  have  provided  a  statistical  sketch  of  Albertans.  Some  of  these 
numbers  and  projections  may  be  difficult  to  comprehend  or  to  put  into 
perspective  at  a  personal  level.  Quite  simply,  they  are  presented  to  help  us 
understand  the  health  challenges  we  will  face  as  a  result  of  growth  and  the 
changing  face  of  our  province. 


Percentage  of  Families 
Below  the  Poverty  Line, 
Alberta,  1981-1986 


Source:  Poverty  Profile  1988 
National  Council  of  Welfare  Canada 
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Self-Rated  Healthiness 
Among  Albertans: 
For  Both  Genders  and 
All  Ages 


Source:  Health  and  Welfare  Canada  1985  Survey 


Healthiness  Index  by  Selected  Age  Groups 
of  Albertans 


Very  Unhealfhy 


Source.  Heolth  and  Welfare  Canada  1985  Survey 


HOW  ARE  WE? 

The  health  status  —  health  report  card  —  of  Albertans  definitely  is 
improving.  Furthermore,  we  really  believe  we  are  healthy  —  86  per  cent  of  us 
rated  our  personal  healthiness  at  excellent  or  good  in  1985.  Only  4.0  per  cent 
of  us  saw  ourselves  in  poor  health  compared  to  our  peers;  the  balance  of  us  felt 
our  health  was  fair. 

These  statistics  were  collected  through  a  health  survey  conducted  in 
1985  by  Health  and  Welfare  Canada.  The  purpose  of  the  survey  was  to  get  an 
idea  of  how  Canadians  viewed  their  health,  as  well  as  their  attitudes,  prac- 
tices, and  actions  in  regard  to  staying  healthy. 

One  of  the  criticisms  often  levelled  at  health  status  reports  is  that 
measures  of  health  and  well-being  are  absent  and  only  measures  of  illness  and 
death  are  available.  To  a  large  degree,  the  health  care  system  does  not  typically 
collect  information  about  how  healthy  we  are,  but  about  how  ill  we  are.  Often, 
the  health  of  populations  is  determined  by  surveys  of  various  groups.  They 
allow  an  overall  assessment  of  health  status  compared  to  fragmented  accounts 
of  particular  problems  which  scientifically  analyze  the  occurrence  of  illness 
and  death.  They  provide  a  glimpse  of  health,  illness,  and  disease  that  is  not 
usually  captured  in  the  health  care  systems  routine  reporting  activities.  They 
give  prominence  to  the  personal  element  of  health  —  how  we  perceive  our 
own  health  —  and  provide  a  starting  point  for  planning  health  programs  that 
call  for  individual  action.  The  success  of  these  actions,  however,  depends  on 
personal  attitude  and  commitment. 

Based  on  the  findings  of  that  1985  health  promotion  survey,  most  of  us 
feel  pretty  good  about  ourselves.  Only  about  5.0  per  cent  of  us  between  15  and 
44  years  of  age  reported  that  we  were  very  unhealthy.  However,  the  older  we 
get,  the  more  unhealthy  we  feel.  Among  the  45  to  64  year-old  age  group,  14 
per  cent  categorized  ourselves  as  very  unhealthy.  Almost  40  percent  of  us 
over  65  years  of  age  self-evaluated  our  condition  as  very  unhealthy. 

It  is  interesting  that  so  many  of  us  rate  ourselves  as  healthy  —  perhaps 
because  we  are  not  ill.  Yet  how  many  of  us  who  believe  we  are  healthy  really 
think  we  are  as  fit  as  we  are  healthy.^  Nor  does  the  absence  of  illness 
necessarily  equate  with  being  in  a  state  of  complete  well-being  —  physically, 
mentally  and  socially. 
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Indeed,  it  seems  that  Canadians,  on  the  whole,  are  striving  for  better 
health.  Based  on  the  national  data,  64  per  cent  of  Canadians  —  most  of  whom 
assessed  themselves  as  healthy  —  are  determined  to  do  more  to  improve  their 
health  and  fitness.  They  have  set  personal  goals  to  exercise  more,  improve 
eating  habits  and  lose  weight,  and  quit  smoking. 

In  Alberta,  more  than  80  per  cent  of  males  and  females  in  the  15  to  19 
year-old  category  exercise  at  least  three  times  per  week.  Among  Albertans 
aged  60  and  older,  65  per  cent  of  males  and  57  per  cent  of  females  exercise 
regularly.  In  fact,  more  senior  males  participate  in  fitness  activities  than  those 
in  the  25  to  29  year-old  group.  The  marked  decrease  in  physical  exercise 
among  both  sexes  after  age  25  should  be  a  matter  of  concern.  Not  until 
Albertans  reach  middle  age  does  exercise  again  become  a  routine  practice. 

Alberta  has  begun  describing  itself  as  the  "Fitness  Capital  of  Canada"  — 
Calgary  boasts  more  fitness  centres  per  capita  than  any  other  city  in  the 
country.  Strenuous  exercises  such  as  aerobics,  squash  and  racquetball  are 
becoming  more  and  more  popular  as  lunch-hour  and  after-work  activities. 
Greater  numbers  of  Albertans  are  riding  their  bikes  or  walking  to  work... 
running  and  jogging  for  themselves  and  to  raise  funds  for  charity.  Other 
evidence  of  the  growing  trend  toward  personal  fitness  is  in  the  proliferation  of 
health  food  and  diet  centres,  and  bottled  water  companies  during  the  past  few 
years.  Managing  stress  has  become  increasingly  important  as  people  of  all 
ages  attempt  to  deal  with  difficult  situations  in  the  homes,  workplaces  and 
schools.  As  well,  more  and  more  companies  are  realizing  that  a  fit  employee  is 
a  productive  employee  —  both  the  private  and  public  sectors  have  indicated 
their  interest  in  initiatives  which  will  promote  fitness  and  healthy  lifestyles. 


Percentage  of  Albertans  in  1985  Who 
Exercised  Three  or  More  Times/Week 


20-24  \ 
25-29  \ 

\ 

30-39 

40-59 

\ 

60+ 

\ 

20-24  \ 
25-29  \ 

\ 
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\ 

40-59 

\ 

60+ 

\ 

Source:  Prepared  by  RPM  Assoc,  Ltd.  1989 


Percentage  of  Albertans  and  Canadians 
Who  Were  Regular  Smokers  in  1985  by  Age 


EZl  Males:  Alberta 
Males:  Canada 
^3  Females:  Canada 
\~\  Females:  Alberta 


Source;  Prepared  by  RPM  Assoc,  1989 


Percentage  of  Albertans  Who  Were 
Overweight  in  ]985  by  Age 


n  Males 
I    I  Females 


Despite  our  new-found  interest  in  health  and  fitness,  our  personal 
habits  don't  always  support  our  aspirations  to  be  healthy.  One  in  three 
Albertans  surveyed  in  1985  were  smokers.  Worst  were  teenage  girls  —  40  per 
cent  smoke  —  more  than  twice  the  percentage  of  boys,  and  at  least  10  per  cent 
higher  than  the  national  figure.  Further,  11  per  cent  of  males  and  5.0  per  cent 
of  females  were  heavy  drinkers.  More  than  half  of  us  admitted  we  needed 
more  exercise,  and  17  per  cent  were  significantly  overweight. 

In  the  health  promotion  survey,  seven  out  of  10  of  us  indicated  we 
should  do  something  to  improve  our  physical  health,  and  29  per  cent  of  us 
want  to  do  something  to  improve  the  way  we  cope  with  stress.  Positive  habits 
have  become  a  social  expectation  for  many  Albertans.  In  terms  of  self-care 
selected  health  practices,  a  significant  number  of  Albertans  are  engaged  in 
what  could  be  called  "health-seeking"  behaviours.  Unfortunately,  those  of  us 
who  rate  our  health  as  poor  are  the  least  likely  to  take  the  time,  trouble  and 
effort  to  pursue  such  positive  behaviours. 

Having  commented  on  the  importance  of  health  promotion  by  individ- 
uals, some  further  comments  are  warranted  regarding  public  approaches  by 
governments,  industry  and  organizations.  Awareness  of  the  negative  health 
impacts  of  smoking  have  resulted  in  "no  smoking"  bylaws,  smoke-free  build- 
ings, quit  smoking  programs,  and  increased  taxes  on  tobacco  products.  It  is 
interesting  to  note  that  the  federal  budget  for  anti-smoking  campaigns  in 
1989-90  is  estimated  at  $1.4  million.  The  federal  budget  for  tobacco  research 
at  Delhi,  Ontario  —  where  95  per  cent  of  Canadian  research  in  tobacco  takes 
place  —  is  set  at  |1.4  million  for  1989-90.  Federal  revenue  from  taxes  levied 
on  tobacco  products  in  1988  was  $4.5  billion.  Such  observations  are  not  lost 
on  a  population  which  watches  closely  what  governments  do,  and  listens 
intently  to  what  governments  say. 


Source:  Prepared  by  RPM  Assoc.  Ltd. 


WHAT  AILS  US  AND  HOW  DO  WE  DIE? 


Although  overall  improvements  to  our  well-being  are  reflected  in  a 
longer  life  span,  the  number  of  years  of  one's  remaining  life  likely  to  be  spent 
in  an  unhealthy  state  is  increasing.  It  is  currently  estimated  that  at  age  15,  of 
the  remaining  potential  60  years  of  life,  only  a  total  of  three  years  —  5.0  per 
cent  —  is  likely  to  be  spent  in  ill  health.  But  by  age  65,  it  is  conceivable  that 
about  two  —  20  per  cent  —  of  the  remaining  10  years  may  be  spent  in  illness. 

Among  the  adult  population,  the  leading  causes  of  death  in  male 
Albertans  between  the  ages  of  20  and  64  are  cancer,  heart  disease,  suicides, 
and  motor  vehicle  accidents.  In  females,  cancer,  heart  disease,  suicide  and 
motor  vehicle  accidents  are  at  the  top  of  the  list  in  that  order. 

Seven  Leading  Causes  of  Death  by  Age  &  Gender 
Alberta  -  1988 


All  Ages 


Male 

2275 

1902 

432 

354 

140 

278 

305 

5686 

7918 

Female 

1658 

1581 

579 

112 

79 

214 

94 

4317 

6059 

Total 

3933 

3483 

1011 

466 

219 

492 

399 

10003 

13977 

19  and  Under 

Male 

2 

18 

1 

88 

4 

3 

35 

151 

Female 

3 

8 

1 

24 

0 

6 

3 

45 

Total 

5 

26 

2 

112 

4 

9 

38 

196 

Age  20-64 

Male 

348 

615 

56 

234 

17 

30 

246 

1546 

Female 

90 

592 

46 

64 

23 

17 

80 

912 

Total 

438 

1207 

102 

298 

40 

47 

326 

2458 

65  and  Over 

Male 
Female 

1925 
1565 

1269 
981 

375 
532 

32 
24 

119 
56 

245 

191 

24 
11 

3989 
3360 

Total 

3490 

2250 

907 

56 

175 

436 

35 

7349 

Source:  Alberta  Vital  Statistics 


Distribution  of  Mortality  by  Cause, 
Both  Sexes.  Age  70  Years  and  Under. 
Alberta  1987. 


Cardiovascular  Cancer 


25,0%    30.1% 


ln|uries         Others  Suicide  Respiratory 

16.5%  15.7%  6.6%  4.1% 

Source;  Alberta  Health 


Although  the  death  rates  have  been  declining  for  all  diseases,  there  is  a 
gender  shift  in  the  incidence  of  lung  cancer  —  the  rate  of  occurrence  in  males 
is  declining,  while  the  rate  in  women  is  on  the  increase.  Between  1980  and 
1986,  the  number  of  Albertan  women  with  lung  cancer  doubled.  The  con- 
nection between  smoking  and  lung  cancer  does  not  seem  to  be  getting 
through  to  women... or  to  teenaged  girls. 

In  1987,  there  were  5,520  deaths  of  Albertans  aged  70  years  and  less. 
Cancer  accounted  for  30  per  cent  of  those  deaths.  Cardiovascular  disease,  a 
category  which  includes  all  coronary  and  cerebral  vascular  diseases  such  as 
heart  attacks,  strokes,  and  diseases  of  the  arteries,  accounted  for  25  per  cent 
of  the  deaths.  Accidents  and  injuries  accounted  for  16.5  per  cent. 

Death  in  itself  is  generally  viewed  with  sadness,  but  when  we  consider 
that  as  many  as  half  the  deaths  in  Alberta  are  categorized  among  the  seven 
causes  termed  "preventable",  it  gives  us  an  even  greater  sense  of  loss.  The 
potential  years  —  tens  of  thousands  of  years  —  of  life  lost  represent  a 
tremendous  and  tragic  loss  to  families,  to  communities  and  to  Alberta  society 
as  a  whole. 


Alberta,  1987 

Selected  Causes  of  Death  and  Potential  Years  of  Life  Lost  (PYLL) 
Ranked  by  Number  of  Deaths  of  People  70  and  Younger 


Total 
Deaths 

% 

Deaths/ 
70  and 
Younger 

% 

PYLL(70Yrs) 

Cardiovascular  Disease 

5396 

40 

1378 

25 

15524 

13 

Cancer 

3311 

25 

1664 

30 

22747 

19 

Respiratory 

1081 

8 

229 

4 

4202 

3 

Accidents/Injuries 

1139 

9 

909 

16 

34392 

28 

Digestive  System 

504 

4 

219 

4 

3372 

3 

Other 

500 

4 

199 

4 

7442 

6 

Suicide 

388 

3 

364 

7 

11677 

10 

Endocrine 

285 

2 

112 

2 

2101 

2 

Nervous  System 

257 

2 

103 

2 

2554 

2 

Mental  Disorders 

192 

1 

73 

1 

1399 

1 

Congenital  Anomalies 

138 

1 

126 

2 

7883 

6 

Perinatal  Period 

112 

1 

107 

2 

7276 

6 

Infectious 

84 

1 

37 

1 

941 

1 

Total 

13387* 

100 

5520 

100 

121510** 

100 

Infant  Mortality 
for  Selected  Causes 

326 

2 

22657 

19 

*(Non-Resicients  Included  in  Total  Number  of  Deaths) 
**lndicates  Potential  Years  of  Life  Lost  hod  these  individuals  lived  to  at  least  70  years  of  age 
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There  are  specific  challenges  associated  with  certain  age  groups.  In  the 
case  of  infants  under  one  year  old,  the  challenge  is  to  encourage  good  prenatal 
care  and  breast-feeding  —  increasing  chances  of  having  a  healthy  baby. 
Teenagers  must  be  more  sexually  responsible  and  understand  the  dire  conse- 
quences of  pregnancy  during  adolescence.  Although  infant  mortality  declined 
between  1982  and  1987  by  27  per  cent  -  from  445  to  325  -  in  1987,  13  per 
cent  of  the  infants  born  to  females  age  15  were  of  low  birth- weight  —  a 
condition  associated  with  ill  health  and  death  in  newborns. 

The  leading  cause  of  death  among  our  one  to  14  year  old  children  is 
accidents.  Many  of  our  one  to  five  year-olds  die  in  accidental  falls  in  the  home. 
Our  six  to  14  year-olds  —  74  per  cent  of  them  between  1983  and  1986  —  died 
in  motor  vehicle  accidents,  often  involving  bicycles. 

Among  young  Albertans,  aged  15  to  24  years,  the  two  leading  causes  of 
death  are  motor  vehicle  accidents  and  suicides.  Between  1983  and  1986, 
motor  vehicle  fatalities  accounted  for  60  per  cent  of  the  deaths  of  males,  and 
68  per  cent  of  the  deaths  of  females.  In  1987,  79.4  per  cent  of  the  teenaged 
boys  and  girls,  and  82.2  per  cent  of  the  20  to  24  year  olds  who  died  were 
involved  in  motor  vehicle  accidents. 


Trends  in  the  Causes  of  Motor  Vehicle  Fatalities 

Infant  Mortality  in  Alberta  Alberta  1 985- 1 987 


Source  Prepared  by  RPM  Assoc.  Ltd.  1989 


"...I  believe  that  the  key  place 
where  one  develops  his/her 
values  is  in  the  home  from 
those  that  are  in  the  family.  I 
would  even  dare  to  say  that 
family/upbringing  has  more 
to  do  with  a  healthy  or 
unhealthy  attitude  more  than 
anything  else.  For  example,  if 
alcohol  abuse  is  exhibited  by 
the  parents  in  the  home,  I 
would  imagine  that  the 
children  would  have  more  of 
a  tendency  to  do  the  same 
more  than  a  child  that  has 
been  brought  up  by  parents 
who  do  not  abuse  or  even 
use  alcohol.  I  also  believe  that 
suicide  prevention  starts  in 
the  home.  As  far  as  I  can  tell, 
it  would  be  highly  unlikely 
for  one  to  commit  suicide  if 
he/she  has  been  brought  up 
in  a  stable,  loving  and  caring 
environment.  Therefore,  I 
believe  that  a  greater 
emphasis  should  be  put  on 
strengthening  the  family  than 
has  been  placed  in  the  past." 

"...I  believe  that  more  media 
information  (television,  radio, 
and  magazines  especially) 
relating  to  health  awareness 
would  benefit  society.  I  do  not 
believe  that  I  would 
recognize  the  gravity  of  the 
problem  of  drunk  driving  as 
greatly  as  I  do  if  the  media 
had  not  presented  as  much 
information  as  it  has  in  the 
past.  Media  can  help  develop 
public  awareness  whether  it 
deals  with  AIDS,  drunk 
driving,  suicide,  teenage 
pregnancy  or  any  subject  of 
concern." 

Youth  Workshop  Participants 


It  should  come  as  no  surprise  to  Albertans  that  many  of  these  motor 
vehicle  accidents  can  be  associated  with  alcohol  consumption.  And  no  won- 
der! There  were  1.79  million  vehicles  registered  in  Alberta  in  1988  —  the 
highest  number  in  all  the  provinces.  There  were  3,400  licensed  drinking 
establishments  in  Alberta  in  1988  —  the  province  with  the  highest  per  capita 
alcohol  consumption  in  Canada.  There  were  18,000  impaired  driving  charges 
laid  against  motorists  in  Alberta  in  1988  —  the  highest  drunk-driving  rate  in 
the  country. 

An  alarming  number  of  Albertans  take  their  own  lives.  In  1988, 
reported  suicides  accounted  for  312  deaths  of  males,  and  95  deaths  of  females. 

It  is  believed  that  a  significant  number  of  lethal  and  disabling  injuries, 
caused  by  motor  vehicle  accidents,  could  have  been  prevented  had  precau- 
tions been  taken  by  the  victims.  The  Injury  Awareness  and  Prevention  Centre 
at  the  University  of  Alberta  has  developed  a  program  aimed  at  teenagers  in  an 
attempt  to  jolt  them  into  realizing  the  value  of  safety  on  the  road.  The 
incidences  of  deadly  and  debilitating  head  and  spinal  cord  injuries  could  be 
markedly  reduced  by  practices  such  as  the  use  of  seat  belts  and  helmets, 
correct  safety  procedures,  and  timely  first  aid. 


Suicide  Fatalities 
Alberta  1985-1987 


Injury  Deaths  (Alberta  1983-1987) 

(Alberto  figures  do  not  inlcude  non-resident  deoths  in  Alberto) 


O  Males 
EZl  Females 


Totol 
Deoths 


Source:  Cotoiogues  84-203:  Causes  of  Death  -  Vital  Slotislics 
Volume  IV:  Statistics  Conodo,  1983/84  -  1986/87 


Sour 


;:  Conference  1989  -  ln|ury  in  Alberta 
Injury  Awareness  &  Prevention  Cenire 
Universily  of  Alberta 
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Pregnancy  among  teenaged  Alberta  girls  is  a  serious  concern.  The  rates 
of  both  pregnancy  and  abortion  in  Alberta  exceed  the  national  average.  The 
therapeutic  abortion  rate  for  young  women  aged  15  to  19  has  remained 
relatively  constant  since  1974,  peaking  to  23.6  per  1,000  in  1980,  but 
declining  to  18.1  per  1,000  in  1984.  This  might  be  due  to  a  lack  of  counselling 
and  support  services  for  young  women  who  are  seeking  abortion  in  Alberta. 
There  are  family  programs  that  provide  professional  counsel  to  assist  with 
clarification  of  alternatives  for  young  pregnant  women.  Some  physicians  deal 
sympathetically  with  women  who  are  exploring  alternatives,  but  access  to 
such  physicians  is  not  systematized  and,  in  many  areas  of  Alberta,  is  not 
available. 

Abortion  is  only  one  aspect  of  what  the  Edmonton  Board  of  Health  iden- 
tifies as  a  problem  in  respect  to  Albertas  reproductive  health  status,  evi- 
denced by  the  increase  of  sexually  transmitted  diseases,  and  abortion  rates  in 
young  females. 

Sexually  transmitted  diseases  (STDs),  which  include  chlamydia, 
syphilis,  gonorrhea,  HIV  and  AIDS,  were  diagnosed  among  about  20,000 
Albertans  in  1988.  The  highest  risk-groups  are  females  between  15  and  19 
years  of  age,  and  males  between  20  and  24.  Frequency  decreases  among  older 
age  groups. 


Therapeutic  Abortions  per  1000 
Women  Aged  15-19  (1972-1984) 


Statistics  Canada,  (1982,  1984)  Catalogue  82-211 
Alberta  Hospitals  &  Medical  Care 
Health  Economics  &  Statistics,  1985 


Some  of  the  diseases  are  almost  symptom-free  and  may  go  undetected 
for  months  or  years,  but  all  are  easily  transmitted  by  sexual  contact.  Effects 
range  from  discomfort  to  pain,  serious  complications  to  consequences  for 
future  reproductive  health,  and  even  to  death. 

Without  downplaying  the  seriousness  of  STDs,  the  Sexually  Trans- 
mitted Diseases  unit  of  Alberta  Health  indicates  that  the  rate  of  incidence 
may  appear  higher  than  in  the  rest  of  Canada  because  of  our  thoroughness  of 
surveillance  and  the  fact  that  almost  100  per  cent  of  cases  are  reported. 

Both  public  health  units  and  schools  are  making  a  concerted  effort  at 
providing  information  and  counselling  to  students  in  particular.  Classes  on 
human  sexuality  are  being  taught  from  grade  four  through  high  school  in 
most  systems  in  the  province. 


Sexually  Transmitted  Disease 
Cases  in  Alberta 


Gonorrhea 


Other  STDs 


Age 

Female 

Male 

Femole 

Male 

15-19 

718 

336 

2339 

NA 

20-24 

691 

778 

2665 

2120 

25-29 

287 

498 

1074 

1503 

Source;  Alberta  Health  1989 


"It  is  recommended  that  sex 
education  for  adults,  teen- 
agers and  children  is  vital.  In 
this  era  of  increased  sexually 
transmitted  diseases  people 
require  more  detailed  infor- 
mation about  birth  control 
methods  as  well  as  their  own 
sexuality." 

The  Alberta  Advisory  Council 
on  Women's  Issues 
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"With  an  effectively  coordi- 
nated and  integrated  mental 
health  care  system,  and  with 
an  emphasis  by  all  parties  on 
fostering  mental  health,  it 
should  be  possible  to  do  much 
more  effective  work  in  the 
area  of  prevention;  costs  and 
needs  for  services  would,  we 
believe,  dramatically  decrease 
over  time." 

Morgaret  A,  Shone  and 
Shirley  Forbes 


Causes  of  Death  of  Albertans 
Aged  65  and  Over 


Source:  Prepared  by  RPM  Assoc  Ltd.  1989 


The  Child  and  Adolescent  Services  Association  brought  to  the  atten- 
tion of  the  Commission  some  startling  statistics  about  children  in  Alberta.  In 
1981,  more  than  10,000  children  ran  away  from  home.  That  year  5,000 
children  were  in  the  care  of  the  provincial  government,  many  of  them  in 
foster  homes.  Recent  studies  indicate  that  80  per  cent  of  welfare  children 
have  serious  mental  health  problems.  Child  abuse  —  still  on  the  increase  —  is 
a  major  problem.  The  number  of  juvenile  offenders  —  85  per  cent  of  whom 
were  below  the  appropriate  academic  level  in  school  —  has  risen  five-fold. 
Twenty  per  cent  of  the  inmates  in  Albertas  correctional  institutions  were 
only  19  years  old.  One  in  10  of  our  children  has  a  learning  disability,  and  as 
many  as  20  per  cent  of  elementary  school  children  have  speech  impediments. 
An  incredible  84  per  cent  of  grade  12  students  consume  alcohol ...  42  per  cent 
use  marijuana,  and  12  per  cent  hallucinogens.  Almost  half  of  our  high  school 
students  have  used  hashish.  Suicide  is  the  second  leading  cause  of  death 
among  teenagers  —  the  rate  has  increased  12  times  since  1951.  Among 
Native  youths,  the  rate  is  five  times  the  national  average. 

These  disturbing  statistics  point  to  the  serious  problems  —  particularly 
in  the  mental  health  area  —  of  our  young  people.  Yet  the  last  major  funding 
initiative  for  child  and  adolescent  mental  health  occurred  in  the  1960s  with 
the  opening  of  the  Glenrose  Child  and  Family  Psychiatry  Unit  and  the 
Westfield  Child  Welfare  Facility.  Since  then,  despite  a  significant  increase  in 
the  population  and  evidence  of  these  unhealthy  trends,  no  major  resources 
have  been  committed  to  children's  mental  health.  Indications  are  that  during 
the  next  20  years,  greater  needs  will  be  identified.  Alberta  children  are  crying 
out  for  help.  The  challenge  is  to  provide  them  with  our  understanding  and 
guidance. 

The  Commission  views  as  extremely  positive  the  estabhshment  of  the 
$200  million  endowment  for  the  Family  Life  and  Drug  Abuse  Foundation, 
announced  in  the  1989  Speech  from  the  Throne.  The  intent  of  the  Founda- 
tion is  to  strengthen  Alberta  families  through  the  promotion  and  coordina- 
tion of  programs  and  research  directed  at  enhancement  of  family  life  and  the 
identification  of  factors  affecting  the  stability  of  families  including  the  pre- 
vention and  treatment  of  drug  abuse. 

In  the  seniors  group,  the  leading  causes  of  death  are  heart  disease, 
strokes,  pneumonia  and  lung  disease.  These  trends  have  been  declining  for  all 
diseases  except  pneumonia  which  has  increased  by  3.0  per  cent.  This  increase 
is  probably  due  to  the  fact  that  pneumonia  is  a  complication  during  recovery 
from  any  serious  condition  —  many  of  which  may  have  caused  death  previously 
but  now  are  treatable.  In  females,  heart  disease  is  followed  by  stroke, 
pneumonia,  breast  cancer,  and  lung  cancer  as  causes  of  death.  Seven  out  of  10 
Albertans,  like  other  Canadians  who  were  65  years  or  older,  had  some  degree 
of  long-term  activity  limitation. 
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Older  people  are  particularly  vulnerable  to  depression  because  of  loss  of 
income,  power  and  status;  physical  losses  due  to  declining  health,  and  painful 
chronic  debilitating  illness;  or  personal  losses  such  as  the  death  of  a  spouse. 
Compared  with  other  age  groups,  people  aged  50  and  over  have  the  highest 
rate  of  completed  suicide.  Often,  suicide  is  disguised  as  drug  overdosage, 
lethal  drug  and  alcohol  mixture,  failure  to  take  life-sustaining  medication,  or 
starvation. 

There  are  approximately  300,000  Canadians  living  with  Alzheimer's 
disease  or  other  related  dementias.  About  10  per  cent  of  our  senior  citizens 
suffer  mild  to  moderate  dementia;  5.0  per  cent  from  severe  dementia.  Because 
the  incidence  increases  with  age,  close  to  20  per  cent  of  those  over  age  85  may 
be  affected.  Some  forms  of  dementia  or  states  of  confusion  —  caused  by 
illness,  inappropriate  medication  or  situational  depression  for  example  —  are 
reversible.  If  not  treated  correctly  and  promptly,  permanent  damage  can 
result. 

According  to  Statistics  Canada,  one  of  every  eight  Canadians  can  expect 
to  be  hospitalized  with  mental  illness.  Its  researchers  estimate  that  "between 
10  and  30  per  cent  of  the  population  have  some  form  of  mental  illness 
depending  on  the  definition  of  the  disorders..."  In  Alberta,  200,000  people 
receive  some  level  of  mental  health  care.  Of  this  total,  24,000  persons  are 
considered  chronically  disabled  and  may  require  long-term  care  as  opposed  to 
care  within  the  community  or  acute  care  facilities. 


Nature  of  Mental  Disorders 
In  the  General  Population 


No  Symptoms 


Source:  Blond,  Orr  &  Neumon  1987. 


Particular  problems  affect  the  well-being  of  Natives,  but  it  is  very 
difficult  to  derive  separate  statistics  on  the  general  health  of  the  Native 
population  in  Alberta.  Studies  done  elsewhere  in  Canada  give  some  indica- 
tion of  relative  changes  in  the  causes  of  death  that  can  be  considered  relevant 
to  Alberta.  While  there  has  been  a  significant  improvement  in  the  general 
physical  health  status  of  Natives,  it  still  lags  behind  that  of  non-Native 
Canadians.  For  instance,  the  rate  of  tuberculosis  decreased  significantly 
during  the  past  50  years,  but  among  Natives  it  remains  seven  to  10  times 
the  national  rate,  although  there  now  are  few  deaths  due  to  tuberculosis. 


"It  is  recommended  that  other 
provincial  health  oriented 
agencies,  such  as  AADAC  and 
public  health  units,  have 
personnel  who  can  work 
effectively  with  native  people 
and  who  appreciate  their 
background  and  culture." 
Grey  Nuns  of  Alberta 


It  has  been  estimated  that  between  22  and  38  per  cent  of  Native  deaths 
in  1987  were  the  result  of  accidents  and  violence  compared  to  9.0  per  cent  for 
the  rest  of  the  population.  The  problems  of  alcohol  and  other  substance 
abuse,  and  poor  health  practices  and  living  conditions  associated  with  low 
incomes  are  cause  for  serious  concern.  Additionally,  both  fertility  rates  and 
infant  mortality  rates  are  higher.  Too  often,  we  receive  news  reports  of 
suicides  by  young  Natives  who  have  been  placed  in  foster  home  settings. 
Overall,  Native  suicide  rates  are  six  times  the  national  average.  Adjustment 
to  urban  or  different  environments  is  particularly  difficult  for  many  Natives 
who  cannot  cope  with  being  separated  from  traditional  supports  within  their 
own  communities. 
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"...The  benefits  of  preventative 
health  care  may  not  be  seen 
immediately,  therefore,  I  feel 
that  the  government  should 
look  at  the  long  term  benefits 
of  preventative  health  care 
when  allocating  medicare 
funding." 

Valerie  J.  Kamitomo 


"Preventive  health  measures 
must  also  be  cost  justified 
and  projections  of  dollars 
saved  should  be  prepared  to 
determine  the  kinds  of 
programs  that  should  be 
undertaken.  This  information 
must  be  made  known  to 
Albertans  for  it  is  they  who 
will  determine  the  success  of 
the  programs  by  their 
commitmentto  the  programs. 
Albertans  must  also  be  made 
aware  that  the  programs  will 
only  be  successful  if  they 
commit  to  these  programs 
and  are  accountable  in  some 
way  for  the  success.  For 
Albertans  to  be  committed  to 
the  programs,  I  feel  they 
must  have  ownership  of  the 
programs  and  have  a  part  in 
setting  the  programs  up." 
Ms.  Laurel  Temple 


HOW  DO  WE  GET  HEALTHY  AND  STAY  HEALTHY? 

This  chapter  deals  with  health  promotion  and  reduction  of  preventable 
disease  and  injury.  In  discussing  health  promotion  and  illness/injury  preven- 
tion, a  section  dealing  with  health  information,  education  and  awareness  is 
presented. 

From  the  outset,  we  acknowledge  that  virtually  everything  seems  to 
have  been  said  before.  The  problem  does  not  seem  to  be  in  knowing  what  to 
do,  it  is  in  getting  it  done! 

One  of  the  reasons  that  little  seems  to  really  get  done  about  health 
promotion  and  illness/injury  prevention  today  is  because  much  of  it  was  done 
for  our  society  in  the  past.  Success,  in  this  case,  did  not  breed  success. 

In  the  first  decades  of  the  century,  the  big  killers  were  natural  disaster, 
infections  during  infancy,  and  infectious  diseases  such  as  tuberculosis,  diph- 
theria, cholera  and  smallpox.  Deaths  of  men  and  women  in  their  forties  were 
not  considered  unusual.  Many  of  us  remember  brothers  and  sisters  dying  at 
birth  or  in  infancy.  Pneumonia  was  called  "the  old  persons  friend",  and  the 
influenza  pandemic  of  1918-19  claimed  20  million  lives  world-wide.  Public 
health  measures  have  been  enormously  effective  in  attacking  the  problems  of 
infection  and  contagion.  Professor  George  Albee  of  the  University  of  Ver- 
mont may  have  expressed  the  importance  of  population-wide  health  promo- 
tion and  illness/injury  prevention  best:  "No  mass  disorder  or  condition 
affecting  humankind  has  ever  been  eliminated  or  controlled  by  treating 
afflicted  individuals." 

But  we  now  die  of  heart  disease,  cancer,  stroke,  accidents  (principally 
automobile-related),  cirrhosis  of  the  liver,  and  diabetes.  The  causes  of  death 
have  clearly  shifted  from  acute,  short-term  diseases  to  chronic  diseases.  Our 
lives  are  not  so  much  threatened  by  the  diseases  of  childhood  as  they  are  by  the 
diseases  of  middle  and  old  age. 
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The  helpfulness  of  health  promotion  and  illness/injury  prevention 
programs  has  been  challenged.  It  is  not  debatable  whether  such  programs  are 
helpful  from  the  perspective  of  overall  quality  of  life  —  or  from  the  perspec- 
tive of  overall  survival.  What  is  debatable,  and  some  suggest  even  questiona- 
ble, is  whether  —  in  the  final  analysis  —  such  programs  will  produce  cost 
savings.  This  is  true,  not  just  for  promotion  and  prevention,  but  also  for 
treatment  practices  which  prolong  life.  Life,  after  all,  is  a  terminal  event  — 
we  all  die.  Money  spent  on  promoting  health  and  preventing  disease  and 
injury  —  while  increasing  survival  but  allowing  a  longer  period  of  disability 
prior  to  death  —  may  simply  result  in  cost  deferral,  rather  than  cost  savings. 

Is  health  promotion  and  illness/injury  prevention  worth  doing.^  Yes. 

Who  should  do  it.^  All  of  us. 


"We  have  to  consider  the 
personal  responsibility  of  the 
health  care  consumer  to  take 
care  of  themselves." 

E.  Smith 


"That  there  be  better 
education  of  the  public  in 
general  about  their  own 
health.  This  can  be  achieved 
through  health  promotion 
programs." 
Jean-Claude  Martin 


How  do  we  do  it.^  With  great  difficulty! 

Why  so.''  Because  it  is  much  harder  to  motivate  people  to  be  concerned 
about  health  when  they  are  well  —  and  most  of  us  believe  we  are  well  —  or  to 
inspire  people  to  practice  prevention  when  we  think  nothing  will  happen  to  us 
—  and  most  of  us  think  nothing  bad  can  happen  to  us,  particularly  if  we  are 
young  and  in  our  prime  and  old  age  seems  so  far  away. 

HEALTH  PROMOTION  AND  ILLNESS/INJURY  PREVENTION 

There  are  two  major  themes  to  this  section.  The  first  deals  with  the  role 
of  individual  Albertans  in  maintaining  or  increasing  our  own  health.  The 
idea  is  to  make  us  responsible  for  our  well-being  —  by  providing  healthy 
public  policy,  making  healthy  choices  easier  choices,  strengthening  commu- 
nity action,  and  developing  personal  skills.  The  second  major  theme  deals 
with  reducing  preventable  disease  and  injury. 

Health  promotion  as  a  strategy  assumes  that  an  individual  is  best  able  to 
deal  with  his  or  her  own  health,  thereby  decreasing  the  time  that  the  individual 
is  in  the  formal  health  care  system.  This  emphasis  on  health  promotion  was  a 
strong  message  from  the  people  of  Alberta  through  the  "Townhall"  meetings, 
submissions  both  public  and  private,  letters,  and  telephone  calls,  and  has 
become  one  of  the  three  parts  of  the  mission  statement  from  the  Commission. 


"The  Province  of  Alberta  has 
the  potential  to  become  a 
world  leader  in  the  area  of 
injury  control  at  this  time. 
Several  excellent  provincial 
programs  already  exist  in  the 
area  of  injury  prevention. 
What  is  lacking  at  this  time 
though  is  a  clearly  defined 
focus  of  what  future  directions 
should  encompass.  It  is 
estimated  that  injuries  are 
costing  the  Alberta  economy 
well  over  $2  billion  annually." 
Injun/  Awareness  and 
Prevention  Centre, 
University  of  Alberta 
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"...I  have  osteoporosis... the 
osteo  could  have  been 
prevented  by  information  we 
have  now.. .it  would  seem  that 
education  in  childhood  and 
early  youth  could  prevent 
many  diseases." 
Mrs.  Pat  Brennan 


"There  should  be  emphasis 
on  prevention  of  disease 
particularly  as  it  relates  to 
environmental  causes,  and 
diseases  in  which  mortality 
and  morbidity  can  be  reduced 
through  early  intervention 
(e.g.  heart  disease,  diabetes). 
Dr.  Robert  G.  McArthur 


Our  recommendations  refer  to  the  evolution  of  a  newer  concept  for 
health  —  one  that  recognizes  hnks  between  human  health,  and  our  social  as 
well  as  physical  environments. 

To  meet  the  health  and  health  care  needs  of  all  Albertans  effectively, 
there  must  be  a  balance  among: 

—  promoting  individual  responsibility  for  achieving  and  maintaining 
health; 

—  reducing  preventable  diseases  and  injuries; 

—  having  an  efficient,  effective  and  economic  health  care  system;  and 

—  helping  with  ongoing  health  care  needs  through  extended  care,  and 
rehabilitation,  both  facility  and  community-based. 

Health  promotion  as  one  strategy  among  the  others  —  to  achieve  health 
for  Albertans  —  has  some  major  difficulties.  These  include  its  recent  recog- 
nition as  important,  its  narrow  base  of  support,  finite  resources,  shortage  of 
applicable  programs,  and  a  perceived  lack  of  public  and  media  appeal.  Regard- 
less of  what  health  promotion  proponents  say,  individuals  generally  are  more 
interested  in  care  through  treatment  of  disease  and  injury  by  others  than  in 
the  hard  work  necessary  to  achieve  the  elusive  goal  of  complete  well-being. 


"The  unique  health  care  needs 
and  concerns  of  each  com- 
munity must  be  addressed  at 
the  local  level." 

R.  Bell;  L.  Doan 


"It  is  recommended  that 
individuals  and  especially  the 
heads  of  families  need  to 
learn,  more  than  ever  before, 
how  to  take  care  of  their 
health  and  to  make  it  last  for 
a  lifetime;  education  in  this 
direction  is  important." 
H.  Reiswig 


The  second  major  theme  deals  with  reducing  preventable  disease  and 
injury.  Prevention  of  disease  occurs  at  three  levels: 

—  primary  pre  vention  through  protection  measures  including  immuni- 
zation and  environmental  sanitation/hygiene; 

—  secondary  prevention  through  the  early  detection  and  prompt  treat- 
ment of  diseases,  aimed  at  ensuring  or  slowing  disease  progression, 
preventing  complications,  and  limiting  disability;  and 

—  tertiary  prevention  through  the  limitation  of  disability,  and  rehabilita- 
tion where  disease  has  already  occurred  or  left  residual  damage. 


Vegreville  Health  Unit  Display 
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But  there  continues  to  be  confusion  as  to  where  health  promotion  stops 
and  disease  prevention  starts. 

Disease  prevention  is  well-described  by  the  Health  Unit  Association  of 
Alberta  when  they  represented  public  health  as: 

Not  truly  a  discipline  in  itself,  public  health  is  rather  an  amalgamation  of 
many  disciplines  which  share  a  concern  for  the  health  of  all  members  of 
society.  It  implies  the  assumption  of  responsibility  by  the  community  and 
incorporates  the  principle  of  ''the  greatest  good for  the  greatest  number '\  It 
seeks  out  individuals  at  risk;  it  provides  those  services  that  are  best  planned 
on  a  community-wide  basis;  and,  it  addresses  the  problems  of  inequity  in 
society  which  bear  on  individual  health.  It  differs  from  preventive  medicine 
mainly  in  the  way  the  responsibility  is  shouldered.  The  latter  term  being 
usually  applied  to  interaction  between  provider  and  client.  In  these  circum- 
stances, the  individual  must  be  motivated  to  seek  attention,  whereas  in 
public  health,  the  system  reaches  out  to  hitn. 

There  is  a  difference  between  "reaching  out"  and  "waiting  for"  —  the 
former  means  equity  (assured  access),  the  latter  equality  (equal  access).  The 
concept  of  the  system  "reaching  out"  is  critical  to  the  whole  notion  of 
prevention.  Just  how  much  can  society  do  for  its  collection  of  individuals.''  If 
there  were  infinite  resources,  would  there  be  infinite  health.''  Of  course  not. 
But  can  we,  by  reaching  out,  achieve  major  changes  in  attitude  which  will  in 
turn  result  in  major  changes  in  health.^ 

Projects  exist  throughout  the  province  that  attest  to  the  usefulness  of 
reaching  out.  They  provide  equity  within  the  system.  But  such  programs 
must  and  should  be  directed  at  some  of  us  who  need  special  support  —  they 
are  not  necessary,  nor  are  they  appropriate  for  all  of  us.  Nevertheless,  provid- 
ing the  "greatest  good  for  the  greatest  number"  may  result  in  some  of  us 
getting  lost  in  the  shuffle.  Equal  access  is  not  necessarily  assured  access  — 
and  assured  access  is  the  goal,  even  if  it  may  be  unachievable.  Certainly,  if  it  is 
to  be  achieved,  it  is  more  likely  to  be  achieved  through  local,  community 
approaches  than  through  centralized,  provincial  approaches. 


There  is  increasing  evidence  that  members  of  modern  societies  share 
very  differently  in  the  improvements  to  health  status.  Life  expectancy  can  be 
graded  by  social  class  or  status  —  whether  measured  by  income,  education  or 
occupational  status.  These  seem  to  be  independent  of  differences  in  the 
availability  of,  or  access  to,  health  care,  and  persist  even  though  the  major 
causes  of  death  have  been  changing. 


The  uniqueness  of  the 
Boyle-McCauley  Health 
Centre  is  something  that 
has  often  been  under- 
scored: It  is  community  run, 
functions  on  a  walk-in 
basis,  accepts  patients 
without  Alberta  Health 
Care  coverage,  has 
doctors  who  work  for  a 
salary  instead  of  on  a  fee- 
for-services  basis,  uses 
nurse  practitioners  to  do 
community  outreach,  and 
services  an  inner-city 
clientele  ranging  from 
young  immigrant  families 
to  "skid-row "  folk  to  a  high 
percentage  of  elderly 
people. 

Boyle-McCauley 
Health  Centre 
Newsletter 


One  of  the  concerns  expressed 
at  the  Pincher  Creek  Town  Hall 
Meeting  was  the  inter- 
dependency  of  health  and  the 
environment. 


That  is  not  to  denigrate  the  importance  of  what  we  traditionally  think  of 
as  health  care.  In  the  course  of  this  century,  advances  in  medical  understand- 
ing and  technique  have  significantly  expanded  the  range  of  circumstances  in 
which  medical  interventions  can  be  decisive  for  the  health  or  even  survival  of 
particular  individuals. 


From  the  Athabasca  Public 
Town  Hall  Meeting  came  this 
statement  —  that  citizens  must 
have  the  right  to  make  and 
control  choices  regarding  their 
own  health. 


But  it  is  clear  from  population-based  evidence  that  the  determinants  of 
health  go  far  beyond  health  care.  In  the  past  decade,  there  has  been  rapidly 
growing  interest  in  new  evidence  showing  a  relationship  between  the  struc- 
ture of  the  social  support  system,  the  individual  sense  of  control  over  the 
environment,  and  resistance  to  disease  or  injury. 

Particular  established  areas  of  research  include  the  relationship 
between  health  and  poverty,  and  health  and  unemployment.  Recent  evidence 
suggests,  however,  that  the  influences  of  poverty  or  unemployment  are  more 
subtle  than  the  obvious  effects  of  deprivation  —  inadequate  diet  or  shelter,  for 
example.  Mortality  and  morbidity  extend  across  the  range  of  classes,  or 
income  or  education  levels.  They  are  not  simply  a  result  of  some  person 
falling  below  an  absolutely  minimum  standard  of  resources  necessary  to 
maintain  health. 


Another  fascinating  area  of  research  looks  at  whether  those  who  drink 
alcohol  and  smoke  pay  the  cost  of  related  health  care  treatments  through 
excise  taxes  on  alcoholic  beverages  and  tobacco  products.  Canadian  data  are 
not  available,  but  a  Rand  Corporation  study  in  the  United  States  estimates 
that  heavy  drinkers  —  those  who  drink  more  than  two  alcoholic  beverages  per 
day  —  cost  society  48  cents  for  every  drink  of  liquor,  glass  of  wine,  or 
12-ounce  glass  of  beer  consumed.  This  is  more  than  double  the  22  cents- 
average  tax  per  ounce  levied  by  federal  and  state  authorities.  Smokers  cost  38 
cents  for  every  pack  of  cigarettes  they  smoke  in  their  lifetimes.  But  they  come 
close  to  paying  their  health  care  way,  since  taxes  average  37  cents  per  pack. 

A  glimpse  at  promotion  and  prevention  in  Alberta 

Family  and  Community  Support  Services  (FCSS)  facilitates  promotion 
and  prevention  services  at  a  local  level.  They  operate  in  more  than  250 
municipalities,  counties  and  reserves  throughout  the  province  —  working 
with  communities  to  provide  information  and  referral  services,  family  life 
education,  counselling,  parent/child  development,  youth  programs,  home 
visits,  meals  on  wheels,  and  homemaker  services.  Specific  needs  are  identi- 
fied and  planned  locally  with  FCSS  workers,  and  funded  through  Alberta 
Health  and  municipalities  on  an  80/20  cost-shared  basis.  Approximately  1.5 
million  recorded  volunteer  hours  are  contributed  annually  to  FCSS  activities, 
ensuring  that  these  services  are  available  to  approximately  80  per  cent  of  all 
residents  of  Alberta.  The  grassroots  community  action  and  facilitation  approach 
of  the  FCSS  model  should  be  extended  to  the  Health  Authorities. 
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A  wide  variety  of  volunteer  organizations,  including  the  Canadian 
Mental  Health  Association,  the  Canadian  Cancer  Society  and  Alberta  Heart 
and  Stroke  Foundation,  to  name  but  a  few,  offer  basic  public  education 
programs  and  awareness  campaigns.  Indeed,  it  is  probably  correct  to  say  that 
most  information  concerning  health  promotion  and  illness/injury  prevention 
comes  from  disease-specific  volunteer  organizations.  Numerous  other  initia- 
tives concerning  promotion  of  health  in  Alberta  are  in  place,  including  the 
following: 

The  Healthy  City  Project  Association  which  is  operative  in  Calgary, 
Edmonton  and  Red  Deer,  and  has  as  its  goal  the  enhancement  of  health 
in  cities,  their  environment  and  their  people  by  mobilizing  resources  of 
local  governments  and  communities.  Critical  to  this  effort  is  the 
involvement  of  lay  people  with  health  care  professionals,  working  together 
for  change. 

Food  and  nutrition  projects  sponsored  by  such  organizations  as  the 
Edmonton  Board  of  Health  "Heart  and  Soul"  project  and  the  Leduc- 
Strathcona  Health  Unit  s  "Food  for  Life"  program. 

The  Recreation,  Parks  and  Wildlife  Foundation  leadership  and  commit- 
ment, in  cooperation  with  Alberta  Recreation  and  Parks,  Alberta  Health 
and  Alberta  Education,  to  enhance  awareness  of  healthier  lifestyles 
among  Albertans  through  its  "Come  Alive!"  program.  This  also  is 
particularly  visible  through  the  development  of  an  Alberta  Centre  for 
Well-being  "to  further  the  advancement  of  concepts  and  benefits  of 
well-being  to  Albertans".  The  project  is  a  joint  venture  of  the  Founda- 
tion with  the  faculties  of  physical  education  at  the  Universities  of 
Alberta,  Calgary  and  Lethbridge. 

Alberta  Agricultures  programs  which  focus  on  rural  Alberta,  with 
specific  activities  directed  at  public  education. 

The  Alberta  Alcohol  and  Drug  Abuse  Commission  (A  AD  AC)  which 
provides  major  prevention  programs  for  a  wide  variety  of  audiences, 
particularly  including  their  internationally  recognized  program  for  teens, 
in  place  since  1981. 

PRIDE  (Parents'  Resource  Institute  for  Drug  Education)  in  Calgary 
and  Rocky  Mountain  House  which  works  on  the  basis  of  parents  helping 
parents  through  crises  arising  from  drug  and  chemical  abuse  among 
their  children. 

Alberta  Health  initiatives  to  improve  the  overall  health  of  Albertans, 
including  the  recruitment  of  a  permanent  director  of  mental  health 
promotion  within  the  department. 


The  Alberta  Dental  Association 
is  recognized  as  a  Canadian 
leader  in  dental  health  care 
promotion.  Oral  health 
promotion  efforts  in  Alberta 
have  been  rewarded  by  a 
decreasing  incidence  of 
dental  disease  among  young 
Albertans.  During  the  next 
quarter  century,  the  Alberta 
Dental  Association  will  serve 
Albertans  by  adopting  an 
enhanced  dental  health 
promotion  leadership  role  in 
addition  to  the  traditional 
provision  of  high  quality  den- 
tal health  care. 
A  Framework  for  Future  Dental 
hiealth  Promotion  for  Albertans 
-  ADA  July  1988 


Major  programs  are  in  place  with  respect  to  prevention  at  primary, 
secondary  and  tertiary  levels  in  Alberta.  Some  of  these  involve  the  three 
orders  of  government  —  federal,  provincial  and  municipal.  Others  include 
Public  Health  Unit  initiatives,  the  acquired  immune  deficiency  syndrome 
(AIDS)  strategies  which  currently  run  into  millions  of  dollars,  and  municipal 
Boards  of  Health  programs.  Numerous  activities  of  professional  organiza- 
tions, such  as  the  Alberta  Dental  Association  and  its  major  program  directed 
at  reducing  dental  decay,  have  experienced  measurable  successes.  A  growing 
number  of  volunteer  organizations  provide  major  public  awareness  programs. 

The  general  question  of  legislating  safety  continues  to  be  controversial. 
An  example  is  seat  belt  legislation.  The  use  of  seat  belts  clearly  saves  lives. 
Legislation  clearly  increases  the  use  of  seat  belts  —  when  the  seat  belt  law  was 
in  effect  in  1988  in  Alberta  an  estimated  87  per  cent  of  motorists  were  using 
seat  belts,  but  that  figure  dropped  to  50  per  cent  when  the  legislation  was 
quashed  by  the  courts  in  1989.  It  will  be  interesting  to  see  how  the  number  of 
deaths  and  injuries  related  to  use  and  non-use  of  seat  belts  are  affected  now 
that  the  legislation  has  been  reinstated  by  a  higher  court.  Because  of  this 
unusual  legislative  circumstance,  a  useful  natural  experiment  is  possible. 

The  Emergency  Department  nurses  at  the  Bow  Valley  site  of  the  Calgary 
General  Hospital  are  studying  the  type  and  extent  of  injury  in  patients 
admitted  to  the  unit  according  to  whether  the  patient  was  or  was  not  wearing 
a  seat  belt.  Because  they  have  information  for  a  time  interval  during  which 
the  use  of  seat  belts  was  not  regulated  by  law,  and  will  have  similar  informa- 
tion after  the  reinstatement  of  seat  belt  regulation,  a  particularly  useful 
comment  on  the  importance  of  wearing  seat  belts  should  be  forthcoming. 


Most  people  in  Canada,  and  now  in  Alberta,  agree  with  seat  belt  legisla- 
tion. But  this  is  not  necessarily  true  for  legislation  which  generally  affects  our 
rights  to  act  in  certain  ways.  There  is  a  growing  resistance  to  the  ever  expand- 
ing set  of  health  regulations.  The  question  of  when  it  is  appropriate  to  impose 
on  someone  a  legal  requirement  to  do  something  is  open  constantly,  and 
evolving.  And  it  must  be  so.  The  question  of  if  and  when  it  is  appropriate  to 
substitute  society's  definition  of  personal  well-being  for  that  of  the  individual, 
and  so  introduce  another  health  regulation,  is  fundamental  to  our  view  of 
democracy  and  our  understanding  of  the  difference  and  distinction  between 
collective  and  individual  good  and  need.  Further,  regardless  of  the  importance 
of  collective  and  individual  good  and  need,  as  Daniel  Callahan  of  the  Hastings 
Centre  said,  'A  life  dominated  by  the  avoidance  of  risk,  the  prevention  of 
injury  and  the  vigilant  eye  of  the  state  could  soon  lose  much  of  it  charm." 
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And  elsewhere? 

Many  successful  health  promotion  programs  are  in  operation  else- 
where, including  the  Heartbeat  Wales  Program;  the  Health  Education  Pro- 
gram targeted  at  women  from  age  35  in  Western  Sydney,  Australia;  and  the 
Workplace  Health  Promotion  Program  which  is  a  cooperative  project  of 
Health  and  Welfare  Canada  and  the  Addiction  Research  Foundation  of 
Ontario. 


"It  is  recommended  that 
healthy  public  policy  needs 
to  become  central  to  every 
decision  made  at  every 
level  of  government." 
Wetoka  Health  Unit  Board 


Participaction  Canada  is  a  nation-wide  initiative  designed  to  ''make 
Canadian  people  more  conscious  of  the  value  and  benefits  that  come  from  a 
physically  active  lifestyle  and  to  inspire  them  through  information  and  pro- 
motion to  assume  greater  responsibility  for  their  health  and  fitness". 


What  should  we  be  doing? 


We  believe  Alberta  should  articulate  a  coordinated  healthy  public  policy 
—  a  targeted  approach  with  specific  goals  and  measured  achievements, 
supported  by  government  policies  that  would  ensure  that  resources  are 
provided  to  bring  about  comprehensive,  complementary,  and  supportive 
programs  of  healthy  living.  Albertans  should  be  given  the  opportunity  to 
pursue  healthy  lifestyles  under  the  best  possible  social  and  environmental 
conditions. 


Such  action  would  result  in  an  increased  length  of  life  and  quality  of  life 
for  Albertans  —  ideally  not  just  adding  more  years  to  life,  but  adding  more  life 
to  years.  It  also  should  result  in  specific  outcomes  such  as  the  reduction  in 
infant  mortality,  and  the  reduction  in  the  mortality  rate  due  to  accidents, 
injuries  and  preventable  diseases. 

To  do  this,  we  must  be  willing  to  put  words  into  action  —  to  provide 
structure  and  resources  to  support  bold  initiatives.  It  allows  innovation  and 
commitment  at  the  local  level  to  flourish.  With  encouragement,  the  success 
stories  from  one  area  could  become  commonplace  achievements  elsewhere. 
Ambitious  policies  and  programs  should  not  be  started  without  adequate 
funding  —  and  this  funding  should  be  the  result  of  negotiation  between  the 
funders  and  the  providers. 
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"That  there  be  redirection  of 
health  care  funds  into  more 
communities,  primary  level 
services  especially  those  that 
stress  the  health  promotion 
and  disease  prevention." 
Boyle-McCauley  Health  Centre 


"There  must  be  a  change  in 
attitudes,  a  change  in 
perceptions,  and  a  change  (in) 
the  way  Albertans  view  and 
respond  to  health  care. 
Alberta  must  adopt  a  new 
focus  and  provide  the 
necessary  funding  to  create  a 
situation  where  we  will  not 
do  without  but  need  less." 
Alberta  Society  of  the  Friends 
of  Medicare 


"That  there  be  public 
education  programs,  begin- 
ning in  schools  to  help  people 
understand  the  link  between 
poor  health  and  nutrition, 
stressful  lifestyles,  alcohol  and 
drug  abuse,  careless  driving, 
lack  of  exercise,  and  teenage 
pregnancy." 

Grant  MacEwan  Community 
College,  Social  Policy  Class 


"The  strategies  needed  to 
improve  health... are  a 
mixture  of  legislation, 
community  organization, 
public  and  professional 
education." 

Calgary  Board  of  Health 


1 .0  THEREFORE,  WE  RECOMMEND  that  the  Government  of  Alberta, 
using  a  phased-in  approach  starting  in  1990,  provide  additional  funds 
from  within  the  Alberta  Health  budget  for  health  promotion  and 
illness/injury  prevention,  so  that  by  April  1,  1995,  the  department  is 
spending  at  least  one  per  cent  more  of  its  overall  operating  budget 
on  these  areas; 

1.1  that  specific  areas  for  improvement  be  identified  annually  as  priorities 
and  targeted  for  community-based  promotion,  protection  and  preven- 
tion programs;  and 

1.2  that  goals  be  set  for  such  programs,  and  that  their  effectiveness  be 
measured  in  order  to  retain  funding. 

Directions  for  Implementation 

The  directions  suggested  for  implementing  the  recommendation  would 
require  that  goals  for  reduction  of  preventable  health  problems  be  targeted, 
and  made  quite  distinct  from  the  goals  of  health  promotion  in  order  to  match 
the  resources  in  the  area  of  public  health  to  meeting  these  separate  sets  of 
goals.  Identifying  preventive  measures  separately  from  promotional  meas- 
ures would  clarify  areas  of  activities  and  avoid  duplication,  and  avert  sacrific- 
ing resources  from  preventive  services  to  develop  promotional  services. 

The  health  goals  that  are  set  for  Alberta  are  numerous,  but  could  include 
several  areas: 

—  significant  reductions  in  teenage  pregnancy; 

—  healthy  heart  programs  to  promote  cardiovascular  fitness  and  reduce 
cardiovascular  disease; 

—  reductions  in  deaths,  particularly  among  young  children,  due  to 
motor  vehicle  accidents  and  the  lack  of  use  of  seat  belts  and  helmets; 

—  reductions  in  deaths,  including  suicides,  particularly  among  youth, 
caused  while  under  the  influence  of  drugs  and/or  alcohol; 

—  reduction  in  the  consumption  of  alcohol  among  all  Alberta  age  groups; 

—  increases  in  school-based  counselling  programs  to  assist  students  in 
dealing  with  stressful  life  situations; 

—  marked  reductions  in  the  incidence  of  breast  cancer  and  lung  cancer; 

—  significant  reductions  in  inappropriate  drug  prescriptions  for  the 
older  population; 

—  development  of  neighbourhood  health  experts; 

—  reductions  in  racism,  sexism  and  other  alienating  behaviours  that 
influence  health; 

—  reductions  in  sexually-transmitted  diseases,  including  the  incidence 
of  AIDS;  and 

—  overall  improvement  in  the  health  status  of  Albertans. 
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In  addition  to  selecting  specific  areas,  actual  targets  of  reduction  should 
be  set.  A  variety  of  examples  are  available.  One  of  the  best  examples  is  that 
presented  in  "An  Agenda  for  Action:  Report  of  the  Advisory  Committee  on 
the  Utilization  of  Medical  Services"  (Alberta,  1989).  The  Committee  sug- 
gests attaining  the  following  health  status  targets  by  the  year  2000: 

—  decrease  perinatal  death  rate  by  six  deaths  per  1,000  live  births; 

—  increase  average  birth  weight  to  4  000  grams; 

—  decrease  suicide  rate  to  10  per  100,000  population; 

—  decrease  deaths  due  to  motor  vehicle  accidents  to  10  per  100,000 
population;  and 

—  reduce  in-patient  hospitalization  rate  by  10  per  cent. 

Other  examples  can  be  found  in  the  Quebec  Health  Goals  which 
include  the  reduction  of  cardiovascular  mortality  or  illness  by  20  per  cent, 
breast  cancer  by  20  per  cent,  and  the  incidence  of  lung  cancer  by  the  year  2000. 


"We  have  raised  a 
generation  that  does  not 
understand  what 
responsibility  means,  and 
its  philosophy  is  the 
Government  should  do  it.' 

It  is  recommended  that  the 
government  should  take  less 
responsibility  for  future 
health  care  and  each 
individual  should  take  more 
responsibility." 
R.M.  Dykes 


Or  the  approach  presented  by  the  Calgary  Board  of  Health  in  its 
submission  to  the  Commission  —  detailing  goals  related  to  injury  control, 
cardiovascular  disease,  reproductive  health,  tobacco  consumption,  and  inde- 
pendence in  old  age  —  might  be  used. 

A  further  direction  for  implementation  deals  with  the  coordination  of 
strategies  and  programs.  There  is  a  need  to  mount  long  range  programs  that 
coordinate  a  variety  of  strategies  with  enough  impact  to  bring  about  new 
trends  in  health  behaviours.  There  is  an  opportunity  to  mobilize  extensive 
local  programs  involving  Health  Authorities,  health  units,  FCSS,  family 
physicians,  and  others  by  selling  them  on  participation  in  coordinated  pro- 
grams —  developed  to  address  particular  targets  within  each  regional  Health 
Authority.  At  the  local  organizational  level,  all  groups  with  a  role  in  health 
promotion  should  be  encouraged  to  work  together  at  the  planning,  develop- 
ment and  delivery  stages. 


"Everyone  should  take 
control  of  his  own  health. 
Alberta  must  encourage  a 
health  care  system  which 
advocates  individual 
responsibility  and  reward 
those  individuals  who  do." 
Alberta  Hospital  Association 


The  Family  Life  and  Drug  Abuse  Foundation  is  currently  seeking  public 
submissions  on  various  approaches  to  fulfil  its  four-point  mandate  —  educa- 
tion, community  involvement,  treatment,  and  research  and  evaluation.  The 
Commission  applauds  the  government's  efforts  to  ensure  that  programs  are 
relevant  to  the  needs  of  Albertans,  and  encourages  individuals,  families  and 
organizations  to  take  advantage  of  this  opportunity  for  direct  involvement  by 
participating  with  ideas,  comments  and  proposals. 


A  final  direction  for  implementation  relates  to  research  in  health  promo- 
tion and  illness/injury  prevention.  Research  efforts  will  be  needed  to  support 
health  promotion  through  health  behaviour  research,  and  program  design 
research  as  examples. 
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"It  is  recommended  that  there 
be  an  emphasis  on  consumer 
responsibility,  clinics  for  well 
seniors'." 

Alberta  East  Central 
Health  Unit 


Identifying  specific  areas  and  establishing  realistic  targets  and  timelines 
will  be  a  formidable  task.  It  will  require  a  high  degree  of  cooperation  and 
coordination  among  a  variety  of  government  departments,  agencies  and 
volunteer  organizations.  Goals  and  objectives  may  vary  from  one  Health 
Authority  to  the  next.  Nonetheless,  it  is  imperative  that  such  goals  be  set,  and 
that  the  effectiveness  of  the  programs  be  measured  on  a  regular  basis,  and  that 
the  results  be  reported.  Continued  funding  will  be  contingent  on  success.  As 
part  of  the  process,  information  on  role-model  programs  will  have  to  be 
shared  and  communicated  among  program  coordinators  and  to  the  public. 


Overall,  it  may  not  be  enough  to  just  say  "do  this,  do  that".  A  few  "thanks" 
might  be  in  order  for  people  and  organizations  that  develop  and  implement 
innovative  proposals  for  health  promotion  and  illness/injury  prevention.  A 
competition  to  provide  awards  for  innovations  and  ideas  should  be  established 
by  either  the  provincial  government,  the  Health  Authorities,  or  the  Advocate 
for  a  Healthy  Alberta.  The  competition,  emphasizing  individual  responsibil- 
ity for  health,  could  be  patterned  after  the  U.S.  Department  of  Health  and 
Human  Services  Award  for  Innovations  in  Health  which  has  involved  and 
honoured  students  for  their  ideas  for  the  past  seven  years. 


HEALTH  INFORMATION,  EDUCATION  AND  AWARENESS 


To  enhance  the  possibility  of  introducing  helpful  initiatives  in  the 
general  area  of  health  promotion  and  illness/injury  prevention,  it  is  neces- 
sary that  Albertans  be  supported  in  our  desire  to  develop  health  seeking 
behaviour.  This  means  information  must  be  available  province-wide  in  under- 
standable, useable,  and  meaningful  forms,  and  that  appropriate  information 
technology  for  information  transmission  be  identified  and  used. 

At  this  time  —  despite  international  acclaim  for  some  innovative  and 
highly  successful  programs  —  most  activities  directed  at  informing  Albertans 
about  healthy  living  are  developed  in  isolation  by  separate  agencies  and 
volunteer  groups.  Without  a  more  coordinated  effort,  widespread  benefits 
will  remain  limited. 


Several  important  initiatives  are  in  place.  For  instance,  the  Alberta 
Education  junior  high  school  health  curriculum  was  piloted  in  1986,  and  the 
Career  and  Life  Management  (C.A.L.M.)  courses  for  grade  11  students  was 
approved  in  1989  and  became  a  mandatory  course  for  graduation  from  high 
school.  Local  health  units  provide  health  education  in  schools,  and  a  variety  of 
community  outreach  services  have  been  developed  by  separate  agencies  and 
volunteer  groups.  A  community  outreach  suicide  prevention  program  — 
exceptionally  well-integrated  into  communities  with  numerous  agencies 
involved  —  was  developed  at  the  University  of  Calgary  in  response  to  that 
problem.  Indeed,  based  on  its  success,  the  Alberta-developed  suicide  preven- 
tion program  has  been  "exported"  to  the  United  States. 
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Programs  relating  to  health  promotion  and  illness/injury  prevention 
are  in  place  or  proposed  for  our  universities  in  Alberta.  However,  a  major 
problem  relates  to  our  teachers  not  being  taught  how  to  teach  the  basics  of 
health-related  topics,  nor  is  the  promotion  of  psychological  health  being 
focused  on  in  current  course  work. 

During  the  past  decade,  Alberta  industry  has  recorded  almost  a  half 
million  injuries  which  resulted  in  lost  time  from  work.  The  pain  and  suffering 
has  been  immense,  while  the  cost  is  estimated  in  excess  of  |2.5  billion. 
Avoiding  such  injuries  obviously  has  many  advantages. 


"Teachers  lack  special 
training  or  expertise  in  health 
care  issues. 

Encourage  teacher  education 
programs  to  produce 
teachers  who  are  competent 
instructors  in  the  field." 

Faculty  of  Education, 
University  of  Alberta 


Various  programs  have  been  launched  by  the  Workers'  Compensation 
Board  and  Occupational  Health  and  Safety  as  well  as  various  industry  safety 
associations  in  an  attempt  to  create  an  awareness  among  workers  of  safety 
procedures.  Incentives  are  being  provided  to  selected  industries  able  to  reduce 
the  incidence  of  lost  time  due  to  accidents.  Another  program  of  importance, 
recently  introduced  by  the  Alberta  Safety  Association,  was  developed  by  the 
Task  Force  on  Accident  Prevention  of  the  Alberta  Chamber  of  Resources. 


As  well,  the  Northern  Alberta  Institute  of  Technology  (NAIT)  has 
launched  a  two-year  pilot  project  for  "Wellness  Coordination"  which  involves 
planning,  developing,  promoting  and  coordinating  a  diverse  range  of  "wellness" 
activities  for  its  1,500  employees. 

Recently,  the  Injury  Awareness  and  Prevention  Centre  of  the  University 
of  Alberta  launched  "Heroes",  a  campaign  centred  around  Albertans  who 
have  experienced  disabling  injuries  —  a  unique  province-wide  prevention 
program  aimed  at  encouraging  high  school  students  to  make  safe  choices. 

Programs,  specifically  designed  for  older  people,  to  bolster  their  image 
and  self-esteem,  as  well  as  to  improve  their  physical  health,  have  begun  to 
emerge  in  the  past  few  years.  The  most  notable  Alberta  example  is  "Fully 
Alive",  a  program  developed  and  implemented  as  a  three-year  pilot  project  in 
1985.  It  was  sponsored  by  the  Alberta  Council  on  Aging,  funded  by  the 
Health  Promotion  Directorate  of  Health  and  Welfare  Canada,  and  supported 
by  the  University  of  Calgary. 


Various  other  initiatives  are  in  place,  province-wide  and  nationally  as 
well  as  outside  Canada. 
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"The  APHA  recommends  that 
the  Government  of  Alberta 
encourage  the  universities  to 
examine  their  role  in  relation 
to  education,  training,  and 
research  in  the  field  of  health 
promotion  and  healthy 
public  policy." 
The  Alberta  Public  Health 
Association 


Targeting  in  the  workplace  is  of  considerable  importance  as  well.  For 
example,  the  National  Institute  of  Occupational  Safety  and  Health  of  the 
United  States  developed  a  list  of  10  leading  work- related  diseases  and  injuries, 
and  developed  preventive  strategies  at  national  conferences  in  1985  and 
1986.  The  targets,  selected  on  the  basis  of  incidence,  severity,  and  amenabil- 
ity to  prevention,  are: 

—  occupational  lung  disease; 

—  musculoskeletal  injuries; 

—  occupational  cancers; 

—  severe  occupational  traumatic  injuries; 

—  occupational  cardiovascular  diseases; 

—  disorders  of  reproduction; 

—  noise-induced  loss  of  hearing; 

—  dermatologic  conditions;  and 

—  psychologic  disorders. 


It  is  estimated  that  56  per  cent  of  the  causes  of  chronic  disease  is  related 
to  how  we  live  our  lives  on  a  day-to-day  basis.  Supporting  and  promoting 
health  at  work  —  including  unpaid  work  —  will  have  a  powerful  impact  on 
Albertans.  A  similar  approach  needs  to  occur  among  the  general  public  and 
particularly  in  our  schools  and  health  facilities.  Increased  public  knowledge 
about  living  healthy,  and  grassroots  support  for  and  involvement  in  public 
policy  affecting  health  is  contingent  on  the  commitment  and  encouragement 
of  all  orders  of  government. 

Most  of  us  are  familiar  with  the  promotional  side  of  "Participaction ', 
but  more  of  us  should  be  taking  advantage  of  their  other  services.  Participaction 
provides  fitness  promotion  services  to  government  agencies  and  private 
corporations  to  assist  them  in  planning,  designing  and  implementing  fitness 
and  nutrition  campaigns  tailored  to  appeal  to  the  needs  of  employees.  As  well, 
they  have  established  a  communications  network  for  the  exchange  of  infor- 
mation among  fitness,  nutrition  and  health  experts  and  clients  who  are 
seeking  to  improve  conditions  within  their  workplaces. 


A  variety  of  approaches  are  being  taken  by  companies  to  alleviate  stress 
among  their  employees.  "Mental  health  days"  —  also  known  as  Golden 
Fridays  —  provide  official  paid  time-off  work  as  part  of  corporate  policy  at 
more  than  one-third  of  all  companies  in  major  Canadian  cities.  The  idea  has 
lessened  the  "phoning-in  sick  scam"  since  many  employees  feel  they  are 
entitled  to  their  sick-days-per-month  as  time  off.  Other  companies  provide 
fitness  and  recreational  facilities  and  have  opened  them  to  the  families  of 
employees.  With  more  women  entering  the  workforce,  some  companies  have 
provided  on-location  day  care  centres.  Such  actions  promote  increases  in 
productivity,  and  generate  a  greater  sense  of  loyalty  and  belonging  —  not  just 
on  the  part  of  the  employee,  but  family  members  as  well. 


40 


What  should  we  be  doing? 


Achieving  personal  well-being  must  become  more  important  to  us  as 
individuals.  This  aspiration  must  be  supported  and  nurtured  where  we  live, 
learn  and  work.  Albertans  in  positions  of  influence  —  teachers,  business 
people,  legislators,  members  of  the  media,  health  care  providers  —  must  take 
the  lead  and  become  role  models  in  their  own  level  of  knowledge,  their  health 
practices,  and  within  their  work  environments.  By  setting  healthy  behaviour 
examples  —  and  providing  all  of  us  with  the  same  opportunity  to  achieve  and 
maintain  our  health  —  Alberta  can  attain  unprecedented  standards  for 
quality  of  life  among  all  age  groups. 

2.0  THEREFORE,  WE  RECOMMEND  that  the  facilities  and  depart- 
ments of  the  Government  of  Alberta,  including  publicly-funded 
institutions  such  as  schools,  hospitals  and  post-secondary  institu- 
tions, become  role  models  of  healthy  environments  and  practices; 

2.1  that  employers  be  encouraged  to  provide  health  promotion  and  illness/ 
injury  prevention  information  and  assistance,  and  physical  fitness  facili- 
ties or  opportunities  as  standard  benefits  of  employment;  and 

2.2  that  Alberta  Advanced  Education  provide  course  development  funds  to 
enable  faculties  of  education  to  offer  health  as  a  major  or  minor  field  of 
study  to  educators  attending  Alberta's  universities. 

Directions  for  Implementation 

The  government  must  set  the  example  by  introducing  public  service 

employee  programs  within  its  departments  and  institutions  which  would  set  a 

healthy  example  and  provide  a  model  for  industry  to  follow.  Recognizing  that 

good  health  is  profitable  and  leads  to  increased  productivity,  the  government 

should  encourage  industry  —  particularly  small  business  —  to  maintain  the 

momentum  that  has  already  begun  in  promoting  health  in  the  workplace  as  a 

fundamental  short-term  strategy.  Many  programs  are  already  in  place  and 

could  be  extended. 

The  Future... we  all  want  to 
lead  productive,  healthy, 
happy  lives. 
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"That  the  province  should 
provide  the  support  necessary 
to  develop  community  health 
education  and  research  as  a 
logical  development  W\\h\n  the 
Faculty  of  Medicine  and 
related  Health  Sciences 
faculties." 
Faculty  of  Medicine, 
University  of  Alberta 


Both  private  and  public  sector  employers  and  employees'  associations 
should  provide  mental  and  physical  fitness  reinforcements  as  standard  bene- 
fits of  employment  —  systematically  identifying  and  reducing  or  removing 
barriers  to  fitness  in  the  workplace.  For  instance,  there  must  be  more 
wide-spread  understanding  of  interpersonal  behaviours  that  increase  stress, 
and  measures  put  in  place  to  manage  such  situations.  Property  developers 
should  be  encouraged  to  include  fitness  facilities  in  their  buildings  —  and 
tenants  should  begin  requesting  such  facilities  as  part  of  their  leasehold 
agreements.  Employers  should  adjust  work  schedules  to  accommodate  the 
time  required  to  exercise  or  work-out;  contact  Participaction  Canada  regard- 
ing access  to  proven  programs  for  employees;  and  consider  bonus  plans  or 
assistance  for  employees  who  participate  in  self-help  programs  to.  for  exam- 
ple, lose  weight  or  stop  smoking. 


In  addition,  cafeterias  and  vending  machines  —  particularly  in  schools 
and  hospitals  —  should  provide  healthy  diet  choices.  More  restaurants  should 
begin  identifying  caloric  content  and  other  health  information  about  their 
meals. 


Educators  must  be  given  the  opportunity  to  become  knowledgable  in 
health  and  healthy  behaviours  so  they  can  teach  our  children.  As  more 
parents  enter  the  workforce,  greater  onus  will  be  placed  on  the  schools  to 
impart  information  on  how  to  make  healthy  choices.  Children  often  prepare 
their  own  meals  and  should  make  sensible  food  choices  which  satisfy  their 
nutritional  and  energy  requirements. 

Healthy  Albertans  able  to  participate  actively  in  learning,  work  and 
leisure  are  our  most  crucial  resource.  As  we  move  forward  in  our  journey  into 
the  next  century,  the  energy  needed  for  living  will  flow  from  our  mental  and 
physical  health.  Such  health  stems  from  our  ability  to  create  and  coordinate 
multiple  approaches  to  reviewing  and  reducing  barriers  to  individual  and 
collective  health.  Through  the  achievement  of  these  goals,  we  will  ultimately 
achieve  that  "complete  state  of  well-being''  we  seek. 
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CHAPTER  TWO 


PEOPLE:     THE     REAL  FOCUS 


THE  CHANGING  FOCUS 

The  concerns  and  views  of 
tens  of  thousands  of  Albertans  are  reflected  in  the 
Principles  developed  by  the  Commission  to  guide 
our  deliberations  and  assist  us  in  formulating  our 
recommendations.  We  believe  in  people  being 
the  focus  of  the  health  system;  in  free  and  volun- 
tary choice,  personal  responsibility,  and  duty  to 
others;  in  the  inevitability  and  desirability  of 
change,  and  in  our  ability  to  manage  change  to 
accomplish  our  purposes;  in  health  decisions  which 
are  most  effective  and  least  intrusive;  and  in  mak- 
ing the  opportunity  available  to  all  Albertans  to 

maximize  their  own  health.  43 


"The  philosophy  of  preven- 
tion is  a  relevant  issue  when 
discussing  future  health  care. 
Education  of  consumers  and 
medical  staff  in  a  wellness 
model  rather  than  an  illness 
model  is  a  first  step." 
Family  &  Community  Support 
Services  —  Lacombe  &  District 


The  messages  the  Commission  received  from  Albertans  centre  around 
a  willingness  to  accept  greater  responsibility,  a  desire  for  more  autonomy,  and 
the  right  to  live  and  die  with  dignity.  As  individuals,  we  want  to  control  our 
own  health  decisions  but  require  knowledge  and  policy  support  to  do  so. 
People,  when  armed  with  resources  and  knowledge,  can  control  and  be 
responsible  for  personal  and  family  health  and  health  care  decisions.  If 
appropriate  linkages  exist  between  various  components  of  the  system,  all  of 
us  can  more  easily  and  wisely  use  the  system.  If  there  is  coordination,  then  the 
system  will  serve  all  of  us  more  efficiently  and  effectively.  Sometimes  deci- 
sions about  health  care  are  very  difficult  and  we  need  to  support  one  another 
in  making  those  decisions. 


"Health  professionals  must  be 
willing  to  accept  new  roles  if 
they  are  to  keep  up  with  the 
times.  This  may  mean  refocus- 
ing  efforts  in  training  health 
professionals  to  be  educators 
as  well  as  experts  in  their 
field." 
L.  Temple 


These  aspirations  have  developed  within  a  rapidly  changing  health  care 
environment  —  an  environment  in  which  individuals  are  much  more  knowl- 
edgeable and  demanding,  albeit  sometimes  skeptical  or  confused.  At  a  time 
when  we  face  an  incredible  knowledge  explosion  for  both  consumers  and 
providers,  we  are  now  expected  to  face  the  reality  of  constrained  resources. 
We  now  recognize  we  cannot  spend  our  way  to  the  future  —  the  system 
cannot  grow  forever.  We  must  make  responsible  and  relevant  choices.  Within 
this  environment,  the  health  care  system  is  attempting  to  adapt;  and  this 
adaptation  can  be  especially  difficult  for  certain  groups  —  both  providers  of 
services  and  recipients  of  services. 


The  current  health  care  system  was  designed  to  take  care  of  us  when  we 
are  ill,  when  we  are  hurt,  and  when  we  are  in  need  of  help.  Over  time,  our 
expectations  of  what  and  how  much  that  system  can  and  should  do  for  us  have 
changed.  In  the  past,  "the  health  system"  generally  meant  doctors  and  nurses 
being  there  for  us  in  hospitals  and  clinics  when  we  were  sick.  During  the  past 
few  decades,  other  aspects  of  health  —  education  and  awareness,  promotion 
and  prevention,  support  and  special  care  —  struggled  in  the  shadow  of  acute 
care  for  legitimate  inclusion  in  the  health  arena. 


"It  is  estimated  that  60%  of 
the  causes  of  chronic  illness 
is  related  to  individual  lifestyle 
or  environment,  factors  that 
ore  to  some  extent 
controllable." 
Alberta  Blue  Cross 


Slowly,  medical  attention  expanded  from  treating  disease  to  increas- 
ingly complex  activities  that  manage  symptoms  —  we  attempt  to  manage  the 
pain  of  cardiovascular  problems,  the  wasting  of  cancer,  the  immobility  of 
arthritis,  and  the  consequences  of  mental  health  problems.  Conditions  that 
cannot  be  cured  or  changed  always  will  need  supportive,  on-going  health  care: 
relief  of  pain,  adaptation  of  activities  of  daily  living,  and  provision  of  emo- 
tional support. 
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To  some  extent,  the  focus  has  changed  from  being  cared  for  to  taking 
care  of  ourselves.  This  shift  from  a  dependent  to  a  more  independent, 
responsible  status  allows  the  development  of  broader,  more  encompassing 
approaches  to  health.  As  well,  there  must  be  recognition  and  acceptance  of 
the  interdependent  nature  of  services  required  for  some  of  us  who  need 
special  support.  The  process  should  be  stream-lined  to  accommodate  all  of  us 
more  easily  and  effectively  in  health  maintenance  and  illness  prevention 
strategies. 

In  this  context,  attitudes  and  expectations  must  shift  on  three  fronts. 
Consumers  must  relieve  health  care  practitioners  to  do  what  each  does  best. 
Health  care  professionals  must  accept  that  they  cannot  be  all  things  to  all 
people.  The  health  care  system  must  adjust  to  the  changing  needs  and 
demands  of  those  of  us  who  require  services  and  those  of  us  who  provide 
them.  Both  consumers  and  providers  need  to  develop  viable  partnerships  — 
first  with  each  other,  and  then  with  supportive  and  alternative  care  providers, 
self-help  groups,  and  volunteers,  thus  increasing  the  relevance  of  the  system. 

ALL  OF  US  SOME  OF  THE  TIME, 
AND  SOME  OF  US  ALL  OF  THE  TIME 

Need  is  an  individual  value.  Sometimes  we  are  sick.  We  are  ill.  We 
need  help.  We  are  beyond  helping  ourselves.  The  point  at  which  we  acknowl- 
edge that  we  cannot  make  ourselves  well  is  enormously  variable.  Some  of  us 
seek  help  for  what  appear  to  be  minor  ailments.  Others  of  us  know  when 
home  remedies  have  run  their  course  and  professional  advice  is  needed.  A  few 
of  us  wait  until  serious,  even  irreparable,  damage  has  occurred. 


"Consumers  have  the  right  to 
be  informed  about 
preventative  health  care 
including  education  on 
nutrition,  birth  control,  drug 
use  and  appropriate  exercise. 
Consumers  should  know  their 
own  diagnosis  including 
prescribed  surgery  and 
medication,  options,  effects, 
side  effects  about  the  specific 
costs  of  procedures  and  other 
services." 

Consumers  Association  of 
Canada  (Alberta) 


"It  is  recommended  that  there 
is  a  need  to  develop  specific 
approaches  and  services  to 
foster  health  among  specific 
target  groups." 
Suicide  Prevention  Provincial 
Advisor/  Committee 


And  when  we  seek  help  we  turn  to  doctors. .  .and  doctors  may  lead  us  to 
hospitals.  Hospitals  can  and  should  be  places  of  support  and  caring  —  most  of 
us  who  enter  are  in  need  of  curative  help  and  comfort.  We  may  be  frightened 
and  confused  —  sometimes  we  don't  understand  what  is  happening  to  us.  If 
we  didn't  have  to  be  there,  we  wouldn't  be. 


Health  care  is  a  complex  system  of  systems  capable  of  handling  all  of  us 
as  long  as  our  problems  fall  into  slots  that  were  created  in  reaction  to  real  and 
perceived  needs.  Certainly  most  of  us  are  resilient  —  once  put  back  on  the 
track  to  health  within  the  system,  we  recover  in  the  short-term  and  resume 
our  normal  routines.  But  some  of  us  cant  and  don't  recover,  or  do  so  more 
slowly  than  others.  We  need  help  not  only  within  the  compartments  of  the 
system,  but  we  need  support  to  move  between  the  compartments  to  access 
different  parts  of  the  overall  structure.  For  some  of  us  the  maze  to  accessing 
long-term  care  and  assistance  becomes  almost  as  trying  as  our  reason  for 
requiring  support. 


"The  public  believes  that  the 
number  of  hospital  beds  is 
directly  related  to  the  quality 
of  care  given;  this  perception 
is  untrue  and  must  be 
changed." 
The  Edmonton 
Social  Planning  Council 
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"It  is  recommended  that, 
because  it  is  difficult  to  match 
the  supply  of  beds  with 
demand,  some  of  the  major 
rural  hospitals  should  be  used 
as  an  overflow  for  the  regional 
and  tertiary  care  facilities." 
H.L.  Morrison 


Hospital-based  health  care  services  make  up  the  largest  portion  of 
Alberta's  health  and  health  care  expenditures.  We  have  125  general  hospitals 
including  two  federal  hospitals  to  serve  acute  care  needs,  some  mental  illness, 
and  other  specialty  services  such  as  cancer  treatment  and  rehabilitation.  In 
1987-88,  more  than  32,000  health  care  providers  treated  391,125  patients 
and  delivered  41,997  babies  in  our  hospitals.  During  the  year,  2.48  million 
persons  were  covered  by  the  Alberta  Health  Care  Insurance  Plan  which 
processed  more  than  28  million  claims  on  our  behalf.  We  use  the  system  to  its 
fullest  and  it  serves  us  reasonably  well. 


Certainly,  from  the  standpoint  of  bricks  and  mortar  and  medical  care 
and  treatment.  Alberta's  facilities  and  services  are  among  the  best.  However, 
it  became  clear  to  the  Commission  that  the  challenge  is  going  to  be  in 
appropriately,  efficiently  and  responsibly  using  what  we  have  in  place... and 
balancing  the  provision  of  services  in  an  atmosphere  of  independence  and 
interdependence.  There  must  be  a  shift  in  the  relationships  between  patients 
and  providers,  and  among  providers,  and  among  hospitals  and  other  health 
care  facilities. 

There  is  a  tendency  within  the  health  care  system  to  create  and  enhance 
our  feelings  of  dependency.  Basically,  as  patients,  we  give  up  control.  Child- 
like, we  accept  being  told  what  to  do  and  when  to  do  it,  but  seldom  why  we 
must.  While  this  type  of  provider/patient  relationship  is  traditional,  it  may  be 
viewed  by  many  as  unsatisfactory  to  both. 


"It  Is  recommended  that  there 
be  a  change  of  resource 
allocation  from  hospital  to 
outpatient  care  funding." 

B.  Vandermeer 


Granted,  there  are  circumstances  when  we  need  all  the  help  we  can  get, 
but  surely  the  level  of  care  should  appropriately  suit  the  ailment.  In  emer- 
gency situations  like  heart  attacks  or  in  cases  of  severe  illness,  we  want  to  be 
taken  care  of  in  a  complete  sense.  A  different  approach  is  needed  in  caring  for 
a  woman  who  is  having  a  baby  and  needs  assistance,  but  is  not  sick. 
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The  blend  and  balance 

The  Commission  sees  evidence  of  some  changes  of  attitude,  and  antici- 
pates the  evolution  of  hospitals  toward  becoming  intensive  care  units  where 
patients  receive  major  and  complex  treatment  from  highly  skilled  techni- 
cians. Hospitals  will  become  centres  of  care  for  those  of  us  who  are  drastically 
and  urgently  sick.  Procedures  that  do  not  require  such  a  high  level  of 
concentrated  care  will  be  dealt  with  increasingly  on  an  out-patient  basis  or 
outside  the  actual  hospital  setting  in  clinics. 


One  concern  that  arose 
from  the  Red  Deer  Public 
Town  Hall  Meeting  June 
20,  1988,  was  technical 
growth  versus  loving  and 
caring. 


Such  an  evolution  will  require  a  particular  blend  and  balance:  while  we 
increase  our  ability  to  treat,  we  must  not  lose  our  ability  to  care.  We  cannot 
end  up  "caring"  only  when  "curing"  isn't  working.  Good  providers  recognize 
that  patients  need  psychological  support... that  "high-touch"  is  vital  to  the 
success  of  "high-tech"... that  alternatives  must  be  made  to  accommodate  the 
needs  and  wishes  of  patients.  Unfortunately,  current  funding  practices  are 
not  particularly  conducive  to  enhancing  this  balance. 

Almost  all  births,  apart  from  emergency  situations,  occur  within  a 
hospital  setting.  In  Alberta  most  women  want  to  deliver  their  babies  in  a 
hospital.  Most  doctors  want  to  deliver  babies  in  a  hospital;  and  this  is  the 
policy  of  the  College  of  Physicians  and  Surgeons  of  Alberta.  Some  Albertans 
told  the  Commission  that  they  want  more  choices  with  respect  to  where  they 
have  their  babies  delivered.  Indeed,  this  is  the  reason  some  hospitals  are  using 
birthing  rooms  more  commonly.  As  well  as  access  to  family  practitioners  and 
obstetricians,  there  is  growing  support  for  more  involvement  of  licensed 
nurse  midwives.  Certain  hospitals  now  offer  mothers  the  option  of  returning 
home  with  their  newborns  within  12  hours  of  giving  birth. 
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Around  the  world,  75%  of 
the  babies  born  today  will 
be  born  into  the  hands  of 
midwives.  The  World 
Health  Organization 
(WHO)  recognizes  mid- 
wives  as  the  international 
specialists  in  normal 
childbirth.  Numerous 
studies  have  repeatedly 
demonstrated  that  mid- 
wives  provide  the  safest 
standard  of  maternity 
care.  Canada  continues  to 
be  the  only  developed 
country  in  the  WHO  that 
fails  to  recognize 
midwifery. 

The  Alberta  Midwifery 
Task  Force  Pamphlet 
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"The  manner  of  dying  is  as 
important  to  patients  and 
families  as  the  manner 
of  living." 

P.  Friese 


"The  compensation  for 
physicians  in  the  community 
delivery  of  palliative  care 
needs  to  be  addressed. 
Physicians  are  expected  to 
provide  services  such  as 
telephone  contacts,  writing 
orders,  and  attending  case 
conferences  for  community 
patients  for  which  they  receive 
no  compensation." 
Alberta  Palliative  Care 
Network 


Hospitals,  for  the  most  part,  have  taken  on  the  administration  function 
related  to  death.  Death  certificates  must  be  signed  by  physicians,  who  are 
most  readily  available  in  hospitals.  The  process  of  dying  naturally  at  home,  or 
in  a  nursing  home,  has  been  threatened  in  part  by  these  administrative 
constraints.  For  several  decades,  death  has  taken  place  more  in  hospitals  away 
from  the  family  than  at  home.  Families  fear  relatives  dying  at  home  for  a  wide 
variety  of  reasons.  A  small  part  of  the  difficulty  is  "bureaucracy  of  death" 
forms  which  must  be  completed.  More  flexibility  in  the  administrative  area 
would  make  it  easier  for  people  who  want  to  spend  their  last  days  in  their 
homes.  If  we  are  to  have  personal  control  and  support  family  involvement  in 
the  dying  process,  we  must  find  ways  to  share  the  predominant  role  of  the 
hospital  in  the  legal  aspects  of  dying. 

Alternatives  to  dying  in  the  hospital  currently  face  many  barriers. 
Physicians  and  other  providers  are  discouraged  from  making  home  visits 
because  of  the  time  it  takes,  and  the  lack  of  access  to  technology  necessary  for 
diagnosis  and  treatment.  As  a  result,  some  persons  in  the  late  stages  of  disease 
must  travel  to  emergency  departments  and  suffer  long  waits  in  order  to 
receive  care.  The  Commission  feels  that  cooperative  efforts  by  various  legal 
and  medical  societies  could  provide  guidance  and  suggest  changes  which 
could  result  in  lessening  some  of  the  concerns  associated  with  dying  at  home. 


"In  the  palliative  care  phase, 
the  health  care  system  almost 
totally  disintegrates  leaving 
patients  with  a  sense  of 
abandonment  and  alienation. 
The  system  has  never 
developed  a  program  for  this 
group  of  patients.  Further, 
patients  receive  care  in  a 
variety  of  facilities. 

Advanced  care  patients 
should  receive  the  support  it 
takes  to  remain  at  home.  Their 
problems  of  self-respect  and 
dignity  must  be  addressed." 
Alberta  Cancer  Board 


Palliative  care  is  a  program  of  active,  compassionate  care,  primarily 
directed  at  improving  the  quality  of  life  of  dying  persons  and  their  families. 
The  concept  has  gained  prominence  since  the  early  1980s  in  Alberta,  par- 
tially because  of  the  hospital-based,  city-wide  initiatives  made  possible  by  a 
private  foundation  grant  in  Calgary,  and  partially  because  of  the  introduction 
of  a  palliative  care  unit  at  the  Youville  Centre  in  Edmonton.  The  establish- 
ment of  an  Alberta  Cancer  Board  Foundation  Professorship  in  palliative  care 
and  the  joint  program  involving  palliative  care  at  the  University  of  Alberta 
Hospital,  the  Cross  Cancer  Institute  and  the  Youville  Centre  all  tied  into  a 
home  care  program.  As  well,  the  Misericordia  Hospital  in  Edmonton  recently 
established  a  palliative  care  program. 

The  Commission  applauds  these  approaches,  and  supports  continued 
efforts  to  develop  such  programs,  including  the  component  of  pastoral  care  in 
our  hospital  and  community-based  facilities.  Many  briefs  praised  the  tenets  of 
hospice  and  palliative  care,  mainly  on  compassionate  grounds.  However, 
serious  problems  remain.  Hospital-sponsored  units  often  have  low  priority 
because  of  fiscal  restraint.  The  choice  between  a  machine  or  a  program  to 
prolong  life  versus  a  program  for  dying  patients  is  not  an  easy  one  for  hospital 
boards.  In  addition,  there  is  an  ongoing  problem  related  to  the  barriers 
between  hospitals,  hospice  units,  and  in-home  supports.  The  gates  —  from 
both  directions  —  are  difficult  to  open. 


48 


Emergency  services  in  Alberta  are  considered  among  the  more  advanced 
in  Canada.  We  are  one  of  the  few  provinces  with  accredited  ambulance 
attendants  in  many  parts  of  the  province  who  are  able  to  provide  emergency 
medical  care  on  the  scene.  The  availability  of  such  services  has  been  steadily 
increasing.  The  Commission  strongly  supports  the  early  institution  of  a 
province-wide  ambulance  service  with  standards  of  training  and  equipment, 
as  recommended  in  "New  Dimensions  in  Emergency  Health  Services:  An 
Alberta  Solution",  a  1988  report  by  the  Policy  Advisory  Committee  to  the 
Minister  of  Alberta  Hospitals  and  Medical  Care.  In  response,  the  government 
has  released  the  draft  of  the  new  Alberta  Ambulance  Service  Act. 

All  admissions  to  hospitals  must  be  through  physicians,  but  because 
many  Albertans  do  not  have  family  physicians,  the  emergency  department  is 
increasingly  used  as  an  entry  into  hospital  services.  This  places  an  additional 
burden  on  emergency  unit  staff  who  must  often  make  decisions  without 
knowing  the  kind  of  background  information  a  family  physician  would  be 
expected  to  provide  about  a  patient  requiring  admission  to  hospital. 


"The  issue  of  the  length  of 
transport  time  and  response 
time  must  be  decided  upon. 
Rural  settings  currently 
determine  an  appropriate 
time  through  economic 
factors.  This  is  wrong. 


While  we  might  genuinely  believe  we  need  to  be  admitted  for  treatment, 
in  fact,  the  priority  for  admissions  should  be  set  according  to  the  degree  of 
urgency,  normally  determined  by  the  admitting  physician.  We  should  under- 
stand that  typically,  three  classifications  are  used: 

—  emergency  cdiSes  require  admission  because  of  immediate  threat  to  life 
or  limb; 

—  urgent  cases  require  admission  as  soon  as  possible,  usually  within  72 
hours,  or  within  one  week  at  most;  and 

—  elective  admissions  are  scheduled  in  advance  according  to  the  policy 
of  the  hospital.  For  example,  patients  may  be  admitted  in  the  order  in 
which  their  reservations  were  received;  while  chronic  care  or  rehabilita- 
tion hospitals  may  have  an  application  and  review  procedure  for  admission. 


An  arbitrary  time  frame 
should  be  determined.  Such  a 
frame  should  not  be  decided 
by  economic  factors,  but 
through  medical  factors." 
The  Alberta  Ambulance 
Operators  Associotion 


Our  emergency  room  services  often  are  not  used  properly.  For  every 
1,300  injury-related  emergency  department  visits,  45  patients  warranted 
admission  to  hospital,  and  one  hospital  death  occurred.  The  rest  were  treated 
and  sent  home.  Because  many  hospital  emergency  departments  are  open  24 
hours  a  day,  there  is  a  tendency  to  overuse  these  services  when  care  could  be 
provided  within  a  doctors  office  or  a  walk-in  clinic.  The  Report  of  the 
Advisory  Committee  on  the  Utilization  of  Medical  Services  -1989,  addresses 
many  of  the  problems  associated  with  the  use  and  abuse  of  hospital  emer- 
gency departments  including  research  into  patient  use,  and  the  role  of 
emergency  departments  in  hospitals. 
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Hospital  Discharge  by  Classification 
per  100,000  Population  (1984/85) 


Canada 

Alberta 

Neoplasms 

M 

866 

772 

F 

1,023 

974 

1,889 

1,746 

Mental  disorders 

M 

577 

680 

F 

683 

803 

1,260 

1,483 

Diseases  of  the 

M 

647 

774 

nervous  system 

F 

726 

860 

and  sense  organs 

1,373 

1,634 

Diseases  of  the 

M 

1,862 

1,675 

circulatory 

F 

1,447 

1,339 

system 

3,309 

3,014 

Diseases  of  the 

M 

1,616 

2,121 

respiratory 

F 

1,288 

1,796 

system 

2,904 

3,917 

Diseases  of  the 

M 

1,713 

2,015 

digestive 

F 

1,616 

2,047 

system 

3,329 

4,062 

Diseases  of  the 

M 

815 

833 

genitourmar/ 

F 

1,564 

2,082 

systems 

2,379 

2,915 

Complications  of 

pregnancy,  child- 

birth, puerperium 

F 

4,093 

5,641 

Diseases  of  the 

M 

731 

1,018 

musculoskeletal 

F 

780 

1,031 

connective  tissue 

1,511 

2,049 

Injur/  and 

M 

1,432 

2,155 

poisoning 

F 

1,009 

1,474 

2,441 

3,629 

Total  - 

M 

10,259 

12,043 

All  Diagnosis 

F 

14,229 

18,047 

Source:  Statistics  Canada 


For  most  of  us,  medical  and  surgical  treatment  is  the  central  function  of 
hospitals.  The  adjacent  list  of  diagnoses  at  the  time  of  discharge  from 
hospital  within  the  province,  gives  us  some  idea  of  the  kinds  of  treatment  that 
are  most  common  among  Albertans. 

Hospital  payment  forms  bias  toward  long-stay  patients,  but  not  for  too 
long.  After  60  days,  the  individual  may  be  assessed  as  a  long-term  care  patient 
and  asked  to  pay  the  hospital  nursing  home  rates.  While  this  has  posed  less  of 
a  problem  in  most  public  general  hospitals  in  the  province,  it  creates  real 
problems  within  the  specialized  active  care  hospitals  and  referral  centres  that 
require  beds  for  short-term  patients  who  are  often  very  ill  or  badly  injured. 

We  currently  have  both  long  waiting  lists  for  various  acute  care  services 
in  some  hospitals  and  bed  closures  in  others.  Most  hospitals  basically  work  on 
a  five-day  week  except  for  general  care.  Much  better  use  of  hospital  diagnostic 
and  treatment  facilities  would  be  possible  through  an  improvement  in  the 
efficiency  or  level  of  services  provided.  However,  if  higher  numbers  of 
patients  and  those  requiring  more  complex  care  need  to  be  treated,  then 
additional  funding  from  government  or  private  sources  may  be  necessary. 

The  need  for  special  support 

How  do  we  reconcile  the  need  for  universal  health  care  with  the 
individual  need  for  special  support.^'  The  Commission  acknowledges  that  all 
of  us  have  the  right  to  access  health  care  services  in  this  province,  but  cannot 
ignore  the  reality  that  barriers  do  exist  for  some  of  us.  In  this  regard, 
individuals  and  groups  made  specific  representations  to  the  Commission  — 
often  appealing  to  our  sensitivities  in  an  emotional,  yet  factual,  manner.  We 
have  chosen  to  use  some  examples  that  graphically  illustrate  the  difficulties  of 
coping  with  the  complexity  of  the  system.  The  circumstances  described 
could,  with  slight  modification,  apply  to  any  of  us  at  some  point  in  our  lives. 
Who  of  us  is  immune  to  what  fate  may  have  in  store  for  us  or  our  family 
members.'' 

Our  young  people:  There  has  been  a  positive  change  in  health  service 
delivery  for  Albertas  children  —  increased  ambulatory  care  services,  greater 
parent  participation  in  care,  specialist  treatment  in  the  care  of  children,  and 
reduced  in-patient  care  generally. 
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The  Alberta  Children's  Hospital  in  Calgary  successfully  provides  special- 
ized pediatric  outreach  services  to  local  rural  hospitals,  increasing  service 
accessibility  to  the  more  than  400,000  children  in  southern  and  south-central 
Alberta.  A  similar  facility  is  being  planned  in  Edmonton  to  provide  special- 
ized care  and  outreach  programs  for  children  in  northern  and  north-central 
Alberta.  While  outreach  services  tend  to  be  costly,  the  strain  is  counter- 
balanced by  the  increased  expertise  provided  to  smaller  community  hospitals, 
and  the  lessening  of  trauma  for  the  children  and  their  families  at  a  time  of 
crisis.  For  those  children  who  have  no  choice  but  to  leave  home  for  treatment, 
hospitals  are  providing  more  of  a  family  atmosphere,  and  private  sector 
initiatives  —  like  Ronald  McDonald  houses  —  can  support  families  away 
from  home. 

Alberta  has  made  great  strides  in  changing  the  patterns  of  care  for 
children  with  ongoing  health  needs  and  disabilities.  In  1972,  for  example,  97 
per  cent  of  Calgary  children  with  severe  congenital  disabilities,  most  of  whom 
were  under  the  age  of  three,  were  institutionalized.  Just  four  years  later  only 
12  per  cent  were  cared  for  outside  the  home.  While  this  is  an  appropriate 
direction  to  have  taken,  it  was  not  without  considerable  burden  and  stress  to 
many  families.  As  a  result  of  the  provision  of  school  programs  for  severely 
handicapped  children  and  financial  support  through  Handicapped  Children  s 
Services,  such  stresses  are  now  being  minimized. 

Handicapped  Children's  Services  is  unique  in  Canada,  providing  funds 
directly  to  families  with  medically  dependent,  severely  and  profoundly  handi- 
capped children.  Some  families  do  not  qualify  for  assistance,  and  must  bear  a 
substantial  portion  of  the  costs  of  maintaining  children  with  disabilities  in 
their  homes  because  limited  resources  and  supports  were/are  available.  Local 
boards  of  health,  school  boards,  hospitals,  private  services  and  volunteer 
agencies  are  trying  to  respond  to  families,  but  there  is  a  need  to  develop 
broader  and  consistent  health  policies. 

Overall,  Alberta  has  almost  no  children  with  disabilities  in  social  ser- 
vice institutions,  and  a  declining  number  in  nursing  homes  or  auxiliary 
hospitals.  It  is  necessary,  however,  to  recognize  that  institutional  support  will 
always  be  needed  by  those  who,  for  various  reasons,  cannot  be  cared  for  in 
their  homes  and  communities. 


"It  is  recommended  that  the 
concept  of  developing  a 
network  of  consultant 
pediatricians  visiting  certain 
outlying  communities  should 
be  encouraged." 
Northern  Alberta 
Children's  Hospital 


Regrettably,  certain  rites  of  adulthood  —  drinking  and  driving  —  take 
their  toll  on  our  youth,  especially  young  males,  who  enter  the  health  care 
system  through  emergency  departments.  For  many  of  these  young  people,  the 
acute  care  phase  is  only  a  prelude  to  life-long  rehabilitation  directed  at 
regaining  the  ability  to  think,  feel  and  move. 
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"Modify  the  AHCIP  fee 
schedule  so  that  interviews 
with  unrelated  persons 
concerned  with  disturbed 
children  (social  workers, 
teachers,  educational 
psychologists,  school 
counsellors,  etc.)  can  be  billed 
for.  This  is  a  large  part  of  the 
practice  of  child  psychiatry  but 
at  present  is  not  paid  for  by 
AHCIP,  a  serious  drawback  to 
the  practices  of  child  and 
adolsecent  psychiatry  in 
Alberta." 

Calgary  Regional  Psychiatric 
Services  Planning  Committee 


PRIDE-Calgary  works  on 
the  basis  of  PARENTS  HELP- 
ING PARENTS.  They  offer 
support  to  parents  in 
crisis  precipitated  by  the 
drug  and  alcohol  abuse 
of  their  adolescents. 


"It  is  recommended  that  there 
is  development  of  women's 
health  care  clinics  that  would 
provide  a  comprehensive 
approach  to  the  health  care 
needs  of  women  from  the  age 
of  puberty." 

Planned  Parenthood  Alberta, 
Calgary  Birth  Control 
Association,  Banff  Planned 
Parenthood,  Planned  Parent- 
hood Association  of  Edmonton 


Since  the  1960s,  there  has  been  an  increase  in  awareness  of  child  and 
adolescent  mental-health  problems;  yet  precious  few  major  resources  have 
been  committed  to  addressing  children's  mental  health.  We  must  recognize 
that  children,  too,  face  the  stresses  of  social  problems  —  crime,  divorce, 
suicide,  alcoholism  and  other  substance  abuse,  poverty,  discrimination,  sex- 
ual abuse,  unwanted  pregnancy,  sexually  transmitted  diseases,  child  abuse, 
and  family  violence.  More  programs  are  needed  to  assist  young  people  and 
their  families  to  cope  with  these  pressures  and  issues. 

As  well,  there  were  serious  concerns  expressed  by  parents  of  teens  who 
must  travel  to  the  United  States  for  drug  abuse  treatment.  While  the  Alberta 
Alcohol  and  Drug  Abuse  Commission  (AADAC)  is  widely  renowned  for  its 
prevention  and  counselling  programs,  its  primary  focus  is  not  on  treatment  of 
young  people  suffering  from  substance  addiction.  Innovative  programs  — 
like  PRIDE  (Parents'  Resource  Institute  for  Drug  Education)  in  Calgary  and 
Rocky  Mountain  House,  and  Kids  of  the  Canadian  West  which  treats  severely 
obsessive  children  with  chemical  and  personality  disorders  —  are  being 
developed  throughout  the  province.  As  well,  the  establishment  of  the  Family 
Life  and  Drug  Abuse  Foundation  is  looked  upon  as  a  major  break-through  in 
the  recognition  that  much  more  must  be  done.  It  would  seem  logical  that 
some  of  the  funds  of  the  Foundation  should  be  directed  toward  treating  young 
Albertans  within  the  province. 

We  face  a  number  of  challenges  regarding  the  health  of  young  Albertans. 
Some  needs  are  not  being  addressed  through  the  current  way  we  provide  care. 
Significantly  more  must  be  done  in  areas  such  as  accident  prevention,  treat- 
ment for  substance  abuse,  and  home  care. 

Alberta  s  Women  ilsA'dny  of  todays  women  have  multi-faceted  roles  —  as 
homemakers,  parents,  breadwinners,  career  people,  care  givers.  Juggling 
responsibilities  can  lead  to  an  erosion  of  physical,  mental  and  emotional 
well-being.  Women  report  more  acute  conditions  and  have  a  higher  preva- 
lence of  chronic  disease  than  men.  Women  and  girls  suffer  seriously  from  a 
variety  of  mental  health  problems,  and  perhaps,  in  part,  as  a  consequence 
receive  73  per  cent  of  tranquillizer  prescriptions.  Because  of  childbearing, 
and  maintaining  the  primary  role  in  decision-making  about  child  health  care 
matters,  women  are  greater  users  of  medical  services.  The  price  of  living 
longer  than  men  is  suffering  from  the  diseases  of  old  age  and  from  loneliness. 
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A  recent  Alberta  study  highlights  problems  in  women's  access  to  health 
care.  "Near  poor"  working  women  —  many  of  whom  are  single  parents  — 
cannot  afford  health  care  premiums.  Unaware  that  they  cannot  be  refused 
medical  services,  or  to  avoid  embarrassment  and  hassles,  they  sometimes  fail 
to  seek  medical  attention  for  themselves  or  their  children.  While  disabled 
women  can  get  institutional  medical  services,  there  are  serious  barriers  to 
independent  living,  particularly  for  married  women  and  single  parents.  They 
were  distressed  at  having  to  leave  home  or  give  their  children  to  others 
because  there  was  no  money  to  have  someone  come  in  to  help.  The  stress  of 
family  breakdown  or  being  institutionalized  was  worse  than  the  disability. 
Separation  from  family  and  community  also  can  affect  health  care  decisions 
by  rural  women  who  must  travel  greater  distances  to  access  required  services, 
particularly  those  of  a  specialized  nature  not  provided  in  their  local  hospital. 


"Diligent  attention  to  the 
concept  of  equal  pay  for  work 
of  equal  value'  must  be 
ongoing  and  improved  upon 
in  order  to  free  women  from 
the  fetters  of  poverty  that 
lead  to  increased  consumption 
of  Health  Care  for  Disease  and 
interrupted  Promotion  and 
Prevention  of  Wellness." 
Federation  of  Medical  Women 
—  Alberta  Chapter 


In  response  to  these,  and  other  problems,  women's  groups  and  resources 
are  springing  up  with  a  focus  on  health  promotion  and  disease  prevention.  For 
example,  having  studied  the  functions  of  the  Women's  Health  Centre  at 
Calgary's  Grace  Hospital  and  other  North  American  models,  the  YWCA  and 
the  Royal  Alexandra  Hospital  in  Edmonton  are  exploring  the  establishment 
of  a  Centre  for  Women:  Health  Information  and  Referral.  The  centre  would 
fill  gaps  rather  than  duplicate  services;  and  have  health,  rather  than  illness, 
and  prevention,  rather  than  treatment,  as  its  goal. 

The  Commission  would  like  to  point  out  that  Alberta's  women  are 
represented  in  this  section  of  the  report  because,  as  a  group,  they  made 
representations  to  us.  We  recognize  that  men  suffer  as  well  from  lifestyle 
pressures  which  can  lead  to  declining  physical,  mental  and  emotional  well- 
being.  Indeed,  statistical  data  show  them  as  higher  health  risks  in  various 
categories.  Most  men  die  sooner  than  women,  and  many,  more  violently  as  a 
result  of  accidents,  aggressive  acts  or  suicide. 


The  YWCA  is  a  non-profit 
voluntary  association. 
Sensitive  to  community 
needs,  staff  and  volunteers 
strive  for  the  improvement 
of  individuals  enabling 
them  to  reach  their  full 
potential  in  body,  mind 
and  spirit. 

YWCA  Mission  Statement 


As  a  society,  we  have  become  generally  more  aware  of  healthier  lifestyle 
behaviours,  and  many  of  us  —  male  and  female  —  are  taking  positive  actions 
to  improve  or  maintain  our  health.  However,  women  have  been  more  inclined 
traditionally  to  share  their  difficulties  and  to  organize  into  "helping-each-other" 
type  groups.  The  tendency  for  male-oriented  groups  is  to  "help  others",  not 
each  other.  On  a  broader  scale,  most  magazines  directed  at  the  male  population 
concentrate  on  business,  sports  and  topic-specific  activities.  Those  designed 
to  appeal  to  women,  by  and  large,  always  contain  regular  sections  and  features 
on  health  and  health  aspects  for  women  and  their  families. 
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"The  Alberta  Chapter  of  the 
College  of  Family  Physicians 
of  Canada  recommends  that 
the  government  explore  and 
develop  ways  to  support 
families  who  take  on  the 
responsibility  of  caring  for 
their  elderly  relatives." 
The  College  of  Family 
Physicians  of  Canada 
(Alberta  Chapter) 


Elderly  Albertans:  Although  the  number  of  Albertans  over  the  age  of  65 
is  increasing,  the  majority  are  in  good  health  and  seldom  use  health  services. 
Those  who  are  able  remain  independent  in  their  own  homes  or  senior  citizen 
complexes,  or  live  with  their  families.  While  they  have  access  to  health  care, 
the  cost  of  medication  can  be  burdensome  for  anyone,  including  many 
seniors,  on  a  fixed  income. 

Albertas  senior  citizens  are  major  stakeholders  in  health  care,  using 
about  half  of  all  hospital  care,  72  per  cent  of  long-term  care  beds,  33  per  cent 
of  psychiatric  beds,  and  21  per  cent  of  physician  services.  Overall,  they 
consume  40  per  cent  of  total  health  care  expenditures.  Escalating  health  care 
costs  are  not  solely  attributable  to  the  processes  of  aging,  but  also  to  the 
residuals  of  preventable  disease  and  the  way  we  use  high  cost  facilities.  In  fact, 
12  per  cent  of  acute  care  beds  are  occupied  by  elderly  persons  awaiting 
placement  in  other  facilities.  Access  to  homecare/home  help  can  make  the 
difference  between  senior  citizens  staying  at  home  or  going  into  an  institution. 

Older  people  with  chronic  health  conditions  often  cannot  be  main- 
tained in  the  community  because  they  have  trouble  accessing  short-term 
treatment  or  rehabilitation  options  that  are  open  to  those  who  are  younger. 
With  only  7.0  per  cent  of  the  long-term  care  budget  being  spent  on  community- 
based  programs,  the  primary  responsibility  for  support  falls  to  family  and 
natural  supports  who  provide  80  per  cent  of  the  care  required. 

The  senior  citizens  who  addressed  the  Commission  were  clear  in  their 
message  —  they  wanted  a  chance  to  stay  healthy  and  out  of  health  facilities  for 
as  long  as  possible.  They  wanted  aging  to  be  seen  as  an  opportunity,  not  a 
problem.  Age  is,  of  course,  purely  relative!  Sixty-five  is  the  demographers 
point  after  which  an  individual  is  classified  as  old.  But  age  65  as  the  beginning 
of  old  is  mere  convention  established  in  the  Nineteenth  Century  by  the  Iron 
Chancellor,  Otto  von  Bismarck  when  he  said,  "Whoever  has  a  pension  for  his 
old  age  is  more  content  and  easier  to  manage  than  one  who  has  no  such 
prospect."  But  what  he  didn't  say  was  that  in  those  days  few  workers  actually 
lived  long  enough  to  collect. 
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It  should  be  remembered  that  todays  average  65-year-old  still  has  another 
18  years  to  live.  However,  some  maintain  independence  for  only  another  10 
years.  The  average  independent  85-year-old  will  live  another  six  years,  but 
only  half  of  these  will  be  free  of  disability  severe  enough  to  threaten  independ- 
ent living.  All  of  us  should  look  forward  to  our  greying,  but  some  of  us  may 
view  the  future  with  anxiety.  One  of  the  seniors  who  spoke  reminded  us  of  the 
great  French  poet  Claudel,  who  at  age  80,  said:  "Eighty  years  old!  No  eyes  left, 
no  ears,  no  teeth,  no  legs,  no  wind!  And  when  all  is  said  and  done,  how 
astonishingly  well  one  does  without  them."  Fortunately,  few  of  us,  even  at  80, 
need  worry  about  such  extremes,  since  services  and  technology  can  now 
maintain  most  of  our  vital  senses. 

Albertans  of  Native  Ancestry:  Close  to  100,000  Albertans  —  4.2  per 
cent  of  all  of  us  —  are  of  Indian  ancestry.  Alberta  has  the  greatest  number  of 
Metis  and  non-status  Indians,  and  the  third  highest  Native  population  in 
Canada.  Almost  55,000  are  Status  Indians  under  Treaty  Nos.  6,  7  and  8, 
whose  health  needs  are  the  responsibility  of  the  federal  departments  of 
National  Health  and  Welfare,  and  Indian  and  Northern  Affairs. 

Increasingly,  Alberta  s  Native  people  use  local  hospital  systems  and  local 
doctors,  although  this  may  be  at  odds  with  their  cultural  view  of  health. 
Traditionally,  the  Medicine  Man  served  as  healer,  spiritual  leader  and  the 
Band  s  counsellor.  He  was  responsible  for  physical,  spiritual  and  mental  needs 
as  well  as  the  community's  social  well-being.  On  the  other  hand,  the  Western 
approach  to  medicine  seems  to  divide  life  and  health  into  separate  parts  or 
fragments  with  specialists  for  each  part.  Those  Bands  who  are  active  in 
coordinating  health  services  are  making  an  attempt  to  reintroduce  the  tenets 
of  Native  health  into  their  health  services  on  reserves. 

Natives  from  rural  communities  and  reserves  are  more  likely  to  be  trans- 
ferred from  acute  care  to  extended  care  facilities  because  rehabilitation  and 
ongoing  support  services  are  clustered  in  urban  areas.  All  too  often,  when 
family  and  community  ties  are  severed,  they  seem  difficult  to  re-establish. 
Among  Native  peoples,  long-term  care  facilities  can  represent  banishment  to 
another  culture,  and  the  sense  among  the  elderly  that  their  usefulness  has 
been  outlived.  Loneliness  and  lack  of  family  support  and  contact,  worsened  by 
a  system  that  is  foreign  to  the  Native  patient,  can  prolong  the  period  of 
recovery.  Natives  at  each  end  of  the  age  spectrum  —  the  young  and  the  old  — 
suffer  the  greatest  disorientation  and  isolation. 


"It  is  recommended  that  the 
role  of  the  small  hospital  be 
expanded  to  include  services 
such  as  adult  day  hospital 
programs  for  the  elderly, 
provision  of  certain  home  care 
services  under  contract  to  local 
Health  Units,  health  and 
wellness  promotion  programs 
targeted  at  various  age 
groups  and  palliative  care." 
Bow  Island  Health  Centre 


"Many  native  persons  face 
living  conditions  which  few 
non-natives  in  North  America 
have  faced  in  decades.  Many 
Indian  reserves  across  Canada 
still  lack  access  to  safe  drink- 
ing water  and  do  not  have 
adequate  sewage  treatment 
facilities." 

National  Council  on  Welfare 


"It  is  recommended  that  older 
natives  need  the  development 
of  services  that  relate  to  their 
culture." 

Provincial  Senior  Citizens 
Advisor/  Council 
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Disabled  Adult  Population  -  Alberta 
Age  15  &  Over 

Total  Population  of  Alberta  -  2,345,415 
(1987) 


Nature  of  Disability 

%of  Population 

Mobility  (m 

oving) 

7.07% 

Agility  (moving  easily) 

6.32% 

Hearing 

3.25% 

Seeing 

1.74% 

Speaking 

0.83% 

0th  er 

2.39% 

Nature  Unknown 

0.78% 

Source:  hiealth 

and  Activity  Lin 

itation  Study, 

1988  -  Health  and  Welfare  Canada 

Disabled  Population 

(1987) 

Canada 

Age 

At  Home 

In  Institutions 

0-14 

274,440 

2,250 

15-34 

486,930 

16,910 

35-64 

1,330,500 

32,890 

65-69 

291,705 

13,605 

70-74 

276,880 

21,905 

75+ 

458,330 

158,575 

Alberta 

Age 

At  Home 

In  Institutions 

0-14 

30,090 

15-34 

51,385 

1,200 

35-64 

107,710 

2,180 

65-69 

20,085 

1,130 

70-74 

20,565 

1,690 

75+ 

32,150 

14,260 

Persons  with  Disabilities:  Approximately  one  in  every  eight  Albertans 
has  a  condition  that  leads  to  significant  reduction  in  the  ability  to  carry  out 
daily  routines. 

Almost  all  of  our  disabled  population  have  spent  time  within  the  health 
care  system  during  the  diagnosis  and  treatment  of  their  condition.  For  most 
of  them  there  is  no  cure.  Approximately  one-third  of  all  people  leaving  acute 
care  hospitals  with  ongoing  needs  has  problems  associated  with  such  diseases 
as  cancer,  chronic  heart  and  lung  diseases,  and  diabetes.  Another  third  has 
problems  associated  with  bones,  joints,  muscles  and  injuries.  The  remaining 
third  has  problems  associated  with  head  and  spinal  cord  injuries,  strokes  or 
other  neurological  diseases. 

While  in  hospital,  disabled  people  are  considered  ''sick^'  and  medical 
treatment  is  believed  to  be  the  most  appropriate  response.  Unfortunately, 
when  they  leave  hospital,  they  most  often  have  to  continue  using  the  label 
"sick"  in  order  to  get  services.  Many  are  placed  in  institutions  because  of  an 
inability  to  provide  community  supports. 


"Many  people  think  of  an  institu- 
tion as  an  active  treatment  hospital.  I  was 
not  sick  in  the  usual  sense  of  the  word  — 
there  iverejust  a  lot  of  things  Icouldn 't  do 
for  myself.  Otherwise,  I  would  say  1  am 
healthier  than  a  lot  of  people."  ( Shirley 
Garth,  Long-term  Care  Consultation  with 
Premier 's  Commission) 


In  the  Commissions  Consultation  on  Rehabilitation  and  Long-term 
Care,  summarized  in  Volume  III,  consumers  —  people  with  disabilities  of  all 
kinds  —  told  us  they  were  ready  to  become  partners  in  creating  and  managing 
ongoing  health  needs  in  a  way  that  will  allow  them  to  get  on  with  their  lives. 
They  insisted  they  were  "differently  'abled',  not  disabled."  This  concept  is 
well  captured  by  the  Premier  Is  Council  on  the  Status  of  Persons  with  Disabilities 
publication  entitled,  "Towards  a  New  Vision  of  Abilities  in  Alberta  -  June  1989." 


*numbers  too  small  to  accurately  assess 
Source:  Health  and  Activity  Limitation  Study, 
1988  -  Health  and  Welfare  Canada 
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There  is  a  vast  difference  between  services  for  disabled  individuals  in 
rural  areas  compared  to  the  services  available  in  urban  centres.  Unless  their 
families  can  assist  or  they  can  find  alternative  services  such  as  attendant  care 
in  their  communities,  there  is  often  no  option  but  to  move  into  institutions. 
This  is  a  decision  many  disabled  adults  between  18  and  65  years  of  age  who 
require  ongoing  support  to  maintain  their  health  care  needs  must  face, 
because  generally  they  are  not  eligible  for  home-care  services.  The  only 
alternative  is  to  apply  through  social  assistance.  Improving  linkages  between 
government  departments  offering  assistance  programs  could  significantly 
reduce  barriers  to  independence. 


"It  is  recommended  that  funds 
be  made  available  to  develop, 
evaluate,  and  support  out- 
reach educational  activities  in 
rehabilitation." 
Faculty  of  Rehabilitation 
Medicine,  University  of  Alberta 


Many  families  are  choosing  to  care  for  children  and  elderly  adults  with 
disabilities  in  their  homes.  If  this  trend  is  going  to  be  encouraged  and 
expanded  within  the  community  over  the  long  term,  additional  assistance  will 
be  required.  Regulations  and  policies  governing  how  and  for  whom  that 
assistance  is  provided  will  have  to  be  reviewed  and  revised. 

The  role  of  the  family  care-giver  is  an  emotionally  and  physically 
demanding  one.  Unlike  professional  care  workers,  family  members  do  not 
receive  standard  benefits  like  pay  and  time  off.  To  maintain  a  more  stable  and 
healthy  environment,  ensuring  that  family  members  do  not  neglect  their  own 
condition  of  well-being,  more  respite  and  personal  care  services  are  needed. 
Special  services  and  day  care  options  provide  relief  and  allow  family  members 
to  pursue  economic  and  social  activities,  to  restore  their  own  physical  and 
mental  health,  and  to  maintain  positive  attitudes  toward  the  disabled  relative. 


"It  is  recommended  that  if 
home  care  was  available  for 
persons  with  physical 
disabilities,  and  if  the  objective 
of  the  rehabilitation  hospitals 
was  to  prepare  people  to  live 
in  the  community,  there  would 
be  an  enormous  cost  saving 
to  the  provincial  government." 
The  Alberta  Rehabilitation 
Council  for  the  Disabled, 
operating  as  The  Easter  Seal 
Ability  Council. 


In  many  instances,  well-meaning  individuals  —  professionals  concerned 
"about"  —  and  select  groups  —  organizations  established  "for"  —  try  to  work 
out  solutions  to  assist  persons  with  disabilities  without  meaningful  participa- 
tion by  the  very  people  they  are  attempting  to  help.  "We  are  able  to  win  a  battle 
once  in  awhile,  but  the  ultimate  goal  (allowing  disabled  people  the  right  of 
controlling  their  own  lives,  and  being  able  to  make  decisions  for  themselves, 
and  being  able  to  take  risks  without  constraints)  can  only  be  won  if  we  work 
together... on  common  issues  without  having  to  lose  our  own  identities.  We 
have  to  drop  our  barriers  and  learn  to  trust  each  other... not  only  in  the 
different  disability  groups,  but  also  in  the  consumer  and  professional  sphere." 


"Parental  relief  that 
emphasizes  natural  relation- 
ships and  provision  for  parent 
support  are  essential  to  cope 
with  a  family  member  with  a 
disability." 
St.  Albert  Association 
for  the  Handicapped 
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In  1973,  Alberta  created  the  first  consumer-controlled  provincial  organ- 
ization "of"  persons  with  disabilities  —  The  Alberta  Committee  of  Disabled 
Citizens  —  to  speak  on  their  own  behalf.  Other  advances  have  been  made 
since  that  time  —  most  notably,  the  Premier  s  Council  on  the  Status  of  Persons 
with  Disabilities. 


"It  is  recommended  that 
community  programs  should 
provide  support  and  education 
to  help  these  community 
members  to  relate  in  a  manner 
that  is  both  beneficial  and 
acceptable  to  the  mentally  ill 
person." 
J.  de  Congas 


"It  is  recommended  that 
further  development  of  self- 
help  associations  should  be 
encouraged.  We  hope  to 
pursue  a  valued  relationship 
between  the  self-help  and 
professional  components  of 
our  mental  health  network." 
Calgary  Regional  Psychiatric 
Services  Planning  Committee 


"Speak  for  the  right  of  persons  with  disabilities  to  speak,  but  do  not  speak 
for  them!' 

Persons  with  Mental  Illness:  One  in  every  eight  Canadians  suffers  from 
some  form  of  mental  illness  ranging  from  emotional  problems  to  severe 
disabling  illness.  The  stigma  of  mental  illness  is  difficult  to  shake  so  this 
group  of  individuals  continues  to  suffer  from  social  isolation,  family  break- 
down and  an  inability  to  direct  or  control  their  health  care  decisions.  This  is 
particularly  so  for  people  who  have  more  than  one  problem,  such  as  both  a 
mental  illness  and  a  mental  handicap. 

Attempts  have  been  made  to  move  people  with  mental  illness  from 
institutions  into  the  community  where  —  without  adequate  preparation  or 
support  mechanisms  —  they  are  confronted  with  multiple  hurdles  before  they 
can  obtain  the  required  support  services.  This  can  prove  impossible  for  many 
—  so  they  end  up  not  receiving  the  needed  community  support  services,  and 
face  the  risk  of  being  returned  to  restrictive  or  institutional  care.  In  their 
presentation  to  us,  people  with  mental  health  problems  indicated  that  "barri- 
ers to  community  begin  to  increase  as  soon  as  the  person  enters  our  mental 
health  system  to  seek  help",  and  that  "...the  person  is  almost  an  after- 
thought." Their  definition  of  "community"  is  a  sense  of  belonging. 

Alberta  should  look  at  the  Dane  County  (Madison,  Wisconsin)  model  as 
one  of  North  Americas  most  highly-reputed  community  support  programs 
for  persons  with  mental  illness.  In  the  past  three  decades,  new  techniques 
have  been  developed  to  reduce  the  disabling  symptoms  of  patients;  the 
Prevention  of  Institutionalization  Project  proved  the  feasibility  of  treating 
chronic  patients  in  the  community  and  provided  them  with  greater  auton- 
omy; and  the  Training  in  Community  Living  model  rationalizes  community 
treatment  as  a  viable  alternative  to  hospitalization.  As  a  result,  75  per  cent  of 
the  people  with  severe  mental  disabilities  live  in  an  independent  setting  in  the 
community,  and  83  per  cent  of  the  mental  health  dollars  are  directed  to 
community-based  services. 


More  than  200,000  Albertans  suffer  from  a  variety  of  mental  disorders. 
Most  are  treated  by  physicians  and  psychiatrists  and  by  the  governments 
Mental  Health  Clinics. 
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The  Commission  heard  from  professionals  and  consumers  aHke  that 
funding  is  heavily  biased  toward  institutional  care,  yet  in  reality  this  is  not 
where  most  clients  receive  treatment.  Philosophically,  it  is  not  where  they 
should  receive  treatment.  Indeed,  more  than  two-thirds  of  Albertans  suffer- 
ing from  mental  illness  are  treated  in  the  community  and  less  than  one-third 
in  institutions.  The  allocation  of  funds,  however,  is  out  of  balance  with  this 
distribution  —  88  per  cent  of  the  mental  health  budget  is  spent  on  institu- 
tions and  only  12  per  cent  is  directed  toward  community  mental  health 
services. 

By  the  same  token,  the  newly-appointed  Mental  Health  Patient  Advocate, 
according  to  the  position  description,  will  be  responsible  for  investigating 
"complaints  from  formal  patients  detained  in  designated  mental  health  facili- 
ties." "Formal"  patients  —  those  in  the  care  of  an  institution  —  have  gained  a 
voice,  despite  the  fact  that  twice  as  many  mental  health  patients  reside  outside 
institutions  as  do  inside.  The  Advocate's  position,  reporting  to  the  Minister  of 
Alberta  Health,  was  created  and  recruited  to  in  late  1989. 

The  Commission  would  urge  that  the  Advocates  role  be  reviewed  and 
expanded.  Persons  with  mental  illness,  trying  to  function  in  the  community 
with  independence  and  dignity,  desperately  need  someone  to  hear  their 
concerns  and  present  their  arguments.  If  not  the  Mental  Health  Patient 
Advocate,  who  then  will  advocate  for  their  rights  and  protection.^ 

Ninety-six  per  cent  of  the  private  mental  health  professionals  live  and 
work  in  the  cities  of  this  province.  Albertans  living  in  rural  areas  who  require 
the  specialized  services  of  these  professionals  either  have  to  go  without  or 
relocate  to  urban  centres  away  from  their  homes,  families,  and  their  natural 
social  support  systems. 

It  should  be  noted  that  rural  Albertans  with  physical  or  mental  disabilities 
are  exemplary  in  their  ability  to  create  natural  supports  within  their  commu- 
nities. It  is  not  unusual,  for  instance,  for  a  person  with  a  handicap  to  work  in  a 
local  library  or  help  out  on  the  neighbour's  farm.  Rural  communities  tend  not 
to  over-program  people  who  are  in  need  of  support.  However,  the  situation 
becomes  more  difficult  to  manage  when  people  require  highly  technical 
medical  and  psychiatric  services. 

In  order  for  individuals  to  assume  greater  control  of  their  lives,  the 
available  dollars  need  to  be  reallocated  to  develop  opportunities  for  people  to 
live  with  maximum  reliance  on  the  resources  found  or  created  within  their 
natural  environment,  and  with  minimal  reliance  on  institutional  services. 
If,  and  when,  individuals  are  removed  from  their  usual  settings,  they  should 
be  assisted  in  returning  as  soon  as  possible. 


Average  Cost  of  Mental  Health  Service 
Per  Client  Day  -  1986/87 


Dollars 

400 


Source:  Deporfmenf  of  Heolth  &  CMHA  Alberta 


"The  Mental  Health  Act  should 
also  consider  the  special  needs 
of  rural  Albertans  in  terms  of 
their  conveyance  and 
accessibility  to  specialized 
resources." 

Calgary  Regional  Psychiatric 
Services  Planning  Committee 


"It  is  recommended  that 
commencing  immediately, 
more  comprehensive  planning 
for  mental  health  service  be 
undertaken  at  the  local, 
regional  and  provincial  level." 
Calgary  District  Hospital  Group 
Board  of  Trustees 
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"It  is  recommended  that 
curriculum  and  school 
programs  should  play  a  role 
in  helping  children  to  gain  a 
sense  of  worth,  experience  joy 
in  living  and  develop  values." 
M.A.  Shone;  S.  Forbes 


The  people  who  addressed  the  Commission  repeatedly  asked  for  more 
coordinated  mental  health  policies,  programs  and  regional  services.  They  told 
us  that  "mental  health  services  and  health  promotion  activities  are  strengthened 
when  those  whom  they  are  intended  to  benefit  participate  in  their  design  and 
implementation".  They  highlighted  the  need  for  more  education  and  mental 
health  promotion  on  how  community  life  can  be  improved,  mental  well-being 
enhanced,  and  social  problems  reduced. 

They  stressed  that  early  identification  and  intervention  programs  in 
the  community  through  public  education,  public  health,  and  child  welfare 
programs  would  allow  us  to  deal  more  effectively  with  mental  health  prob- 
lems. This  is  particularly  important  for  our  children,  since  youth  who  mani- 
fest mental  health  problems  at  an  early  age  are  at  extremely  high  risk  for 
disorder  and  difficulty  during  adulthood. 

A  joint  conference  was  held  with  a  large  number  of  mental  health  con- 
sumer and  provider  groups.  One  major  discussion  at  the  conference  centered 
on  the  complete  integration  of  mental  health  and  illness  approaches  with 
physical  health  and  illness,  such  as  currently  occurs  to  a  variable  extent  in 
general  hospitals.  This  would  reduce  the  stigma  associated  with  mental 
illness  which  isolation  in  separate  institutions  serves  to  exacerbate.  Confer- 
ence participants  acknowledged  that  such  a  transition  would  take  a  long  time, 
but  agreed  it  was  a  worthwhile  target. 


The  Social  Action  Committee  of  the  Canadian  Mental  Health  Associa- 
tion, Southern  Alberta  Region,  presented  a  brief  to  the  Commission  entitled 
''Beyond  Acceptance."  It  is  a  moving  testimony  to  autonomy  and  dignity, 
personal  responsibility  and  community  support  networks.  Throughout  it 
epitomizes  the  concept  of  all  of  us  and  some  of  us,  but  most  notably  in  the 
following  statements:  "...the  person  in  the  centre... could  be  anyone  of  us  at 
any  time,  whether  as  a  user  of  mental  health  services,  family  members, 
care-giver  or  volunteer.  In  a  lifetime,  we  probably  will  experience  all  of  these". 
The  title  page  reads: 


BEYOND  ACCEPTANCE 
I  want,  what  I  think  all  people  want, 
and  that  is  to  be  accepted,  understood, 
respected,  and  loved  as  I  am. 
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PEOPLE  IN  COMMUNITIES  -  CARING  AND  COPING 

Some  of  us  must  cope  with  health  problems.  For  the  vast  majority  of  us, 
it  will  mean  locating  and  finding  ways  of  dealing  with  minor  acute  illnesses  or 
injuries  in  a  way  that  is  most  convenient  and  effective  for  us  while  conserving 
scarce  medical  resources.  We'll  have  to  continue  to  handle  more  common 
health  problems  on  our  own:  tolerating  colds,  doing  first  aid,  lowering  our 
demands  for  drugs,  and  using  our  medical  resources  more  appropriately. 

For  a  number  of  us,  it  will  mean  coping  with  altered  health  states 
and  disabilities,  hopefully  managing  the  ongoing  costs  and  services  of  chronic 
illness  or  disability  such  as  attendant  care  and  homemaker  services  to  prevent 
premature  institutionalization. 


"It  is  recommended  that  there 
is  a  need  to  develop  in  people 
a  greater  sense  of  effective 
participation  in  the  decisions 
which  affect  them  at  home, 
work,  school,  politically, 
socially  and  environmentally, 
i.e.  people  who  recognize  the 
political  nature  of  life  and 
want  to  contribute  (Healthy 
Communities)." 
Healthy  Cities  Association  — 
Calgary 


For  many,  it  may  mean  taking  personal  control  of  pain  that  is  constant  or 
never  far  away.  Much  of  society  views  pain  as  an  unnecessary  accompaniment 
of  illness  or  injury  that  should  be  eliminated  'now'.  Living  in  altered  states 
created  by  pain  killers  —  in  fear  of  possible  addiction,  subsequent  withdrawal, 
and  a  return  to  pain  —  may  lead  some  of  us  to  find  different  ways  of  managing 
our  own  pain  and  discomfort  through  pain  clinics,  complementary  therapies, 
or  self-administered  medications. 

We  have  a  wide  array  of  private  practitioners,  government  agencies, 
non-government  agencies,  consumer-controlled  agencies,  and  both  private 
and  public  institutions  to  assist  us  in  meeting  health  care  needs.  Unfortunately, 
many  community  programs,  with  their  limited  resources,  are  considered 
uncoordinated,  redundant  or  insufficient,  and  fragmented. 


There  is  an  increasing  interest  in  the  potential  of  the  small  specialty 
treatment  base  within  the  community,  but  outside  the  institutional  model  of 
the  hospital.  Part  of  this  interest  lies  with  community  treatment  options  for 
people  with  such  problems  as  disabling  conditions,  substance  abuse,  mental 
health  concerns,  and  brain  injury.  These  people  require  specialized  short- 
term  treatment,  as  well  as  long-term  follow-up  and  rehabilitation  and  sup- 
port. The  community  option  is  likely  more  compatible  with  people  seeing 
themselves  as  independent  and  part  of  the  community. 

Over  the  years,  we  have  developed  expectations  of  our  physicians  and 
other  health  practitioners  which  may  be  unrealistic.  Some  things  we  could 
and  should  learn,  with  some  support,  to  do  ourselves.  As  well,  the  current 
health  system  has  made  it  difficult  for  practitioners  to  meet  certain  of  our 
needs  in  what  we  perceive  to  be  the  most  appropriate  manner. 


"We  advocate  a  much 
greater  emphasis  on 
community  and  home  care 
programmes.  We  believe 
such  programmes  should 
exist  outside  the  control  of 
hospital  administrations." 
Alberta  Society  of  Friends  of 
Medicare 
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"It  is  recommended  that  there 
be  establishment  of  Walk-in 
Clinics'  as  an  effort  to  relieve 
the  long  waits  in  emergency 
rooms  and  doctors'  offices." 
E.V.  McCouty 


"Walk-in  clinics  are  a  source 
of  increasing  costs  to  the 
tax-payer,  with  their 
inappropriate  use,  and 
duplication  of  treatment." 
C.  Turner 


Many  of  us  prefer  to  have  medical  intervention  available  when  it  is 
convenient  to  us  —  witness  the  emergence  of  walk-in  multi-purpose  health 
clinics  during  the  past  decade.  Based  on  market  demand,  the  clinics  meet  a 
very  real  need  by  not  requiring  appointments,  and  staying  open  long  hours, 
seven  days  a  week.  While  more  convenient  and  less  frustrating  to  the  patient, 
treatment  may  be  given  without  extensive  knowledge  of  patients'  histories  or 
follow-up.  The  clinics  also  have  affected  our  traditional  relationships  with 
family  physicians.  Years  can  go  by  before  we  visit  the  family  doctor  —  usually 
prompted  by  a  serious  problem  —  but  we  may  have  visited  walk-in  clinics  or 
emergency  departments  of  hospitals  dozens  of  times  in  the  interim.  This  is 
particularly  true  in  urban  Alberta. 

This  demand  for  the  quick  and  visible  cure  has  led  to  an  increased 
reliance  on  the  use  of  drugs,  and  placed  additional  pressures  on  physicians  to 
become  'Dr.  Fix-it'.  Severe  strain  can  result  when  physicians  become  caught 
in  the  conflict  between  the  kind  of  practice  they  feel  is  needed,  and  the  need  to 
cover  the  expense  of  running  an  office  and  making  a  living.  It  is  more 
lucrative  and  less  time-consuming  to  prescribe  tranquillizers  to  five  patients 
than  to  discuss  how  a  widow  can  overcome  depression  related  to  loneliness. 

The  current  payment  system,  coupled  with  time  constraints,  discourages 
doctors  from  making  house  calls  in  emergency  or  terminal  circumstances, 
particularly  in  larger  urban  centres  where  patients  could  live  in  any  corner  of 
the  city,  great  distances  from  the  doctor's  office,  home  or  hospital.  If  terminally 
ill  patients  choose  to  die  at  home,  it  is  difficult  —  even  rare  —  to  find  a  doctor 
who  is  prepared  to  visit  the  home  to  monitor  progress,  adjust  medications  and 
treatment,  and  sign  the  notification  of  death  certificate.  Of  total  physician 
services  in  1988,  only  1.4  per  cent  were  for  home  visits. 

When  diagnosis  is  obscure,  or  treatment  complex  or  ongoing,  we  expect 
our  doctors  to  be  our  advocates  and  coordinate  our  care.  However,  physicians, 
because  of  the  regulations  of  the  College  of  Physicians  and  Surgeons  of 
Alberta,  are  discouraged  from  referring  patients  to  some  complementary 
health  practitioners.  Cooperation  among  accredited  practitioners  must  be 
encouraged,  not  restricted.  The  intelligence  and  competence  of  providers  and 
consumers  should  not  be  limited  by  regulations  and  opinions  from  the  past. 
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Actually,  we  have  reached  an  important  crossroads  in  health  care. 
Because  of  our  aging  population,  and  the  growing  numbers  of  Albertans 
surviving  life-threatening  conditions,  more  illness  and  disability  is  accounted 
for  by  disease  or  impairments  of  long-term  duration  than  ever  before. 

While  few  would  challenge  the  effectiveness  of  our  illness  care  system, 
or  the  release  of  personal  control  in  hospital  while  conditions  are  being 
stabilized,  many  have  challenged  the  continuation  of  institutional  approaches 
when  the  acute  or  'sickness'  stage  has  passed.  Extension  of  hospital  routines 
for  ongoing  conditions  can  generate  withdrawal,  dependencies,  segregation, 
and  a  suspension  of  personal  control. 


'It  is  recommended  that  the 
family  be  supported  through 
the  coordination  of  support 
groups  and  increased 
funding  and  emphasis  being 
provided  to  permit  the  elderly 
to  remain  in  their  homes  as 
long  as  possible  and 
maintain  their  independence." 
Big  Country  Health  Unit 


Elderly  persons  are  particularly  vulnerable  to  this.  Many  are  admitted  to 
hospital  for  treatment,  but  remain  because  they  cannot  obtain  the  support  to 
follow  treatment  procedures  at  home.  While  in  hospital,  they  can  lose  the 
ability  to  care  for  themselves,  and  find  they  must  depend  on  others  for 
assistance  with  bathing,  feeding  and  other  daily  living  skills.  Due  to  lack  of 
community  alternatives,  long-term  placement  then  becomes  a  reality  for 
families. 


Our  response,  as  a  society,  to  the  growing  number  of  Albertans  with 
ongoing  health  needs  has  lacked  a  coherent  vision,  mandate,  or  funding 
mechanism  —  not  out  of  malice,  but  through  default.  Our  long-term  care 
facilities  are  caught  serving  as  alternate  homes,  while  emulating,  in  some 
respects,  acute  care  hospitals.  Community  services  are  scattered  and  depend- 
ent on  volunteer  commitment  and  short-term  funding.  Government  pro- 
grams, while  innovative,  are  fragmented,  sometimes  contradictory  and  com- 
petitive rather  than  coordinated,  and  faced  with  limited  resources  to  cover 
increasing  demands. 

One  method  which  has  proved  very  successful  is  the  quick  response  teams 
in  operation  in  British  Columbia.  These  teams  screen  the  admission  of  older 
patients,  determine  if  they  can  be  cared for  at  home  and  then  make  arrangements 
for  home  care.  When  admission  is  required,  older  people  need  immediate,  active 
and  aggressive  treatment  with  an  emphasis  on  rehabilitation,  early  discharge  and 
continuing  support. 

If  we  are  to  create  a  strong  community  base,  we  must  create  a  new, 
effective  and  equitable  strategy  to  provide  assistance  to  the  growing  numbers 
of  people  who  must  learn  to  manage  and  monitor  ongoing  conditions  within  a 
model  that  promotes  personal  control,  responsibility  and  dignity,  and  family 
integrity. 

People  with  relatively  stable  conditions,  such  as  spinal  cord  injuries  or 
cerebral  palsy,  need  access  to  rehabilitation  resources  to  keep  fit  and  agile.  It 
would  be  advantageous  to  lessen  the  problems  associated  with  lack  of  activity, 
reducing  the  need  for  costly  medical  services. 


"Community-based  programs 
have  not  been  adequately 
funded  —  expenditures  in 
this  area  have  not  kept  up 
with  the  inflation  rate  and  at 
one  point  —  expenditures 
were  even  cut  back.  Too 
much  money  is  spent  on 
building  institutions." 
Alberta  Council  on  Aging 


"Encourage  and  fund  a 
computer  linkage  network 
for  the  exchange  of  drug 
information,  patient 
information  and  professional 
information." 
Faculty  of  Pharmacy  and 
Pharmaceutical  Sciences, 
University  of  Alberta 
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"Mechanisms  must  be 
established  with  a  specific 
mandate  for  rehabilitation. 
Those  within  the  field  are  the 
ones  who  must  improve  this 
situation." 

Glenrose  Rehabilitation 
Hospital 


Generally  speaking, 
people  with  moderate 
disabilities  can  work  in 
competitive  employment, 
at  full  wages,  if  they 
receive  intensive  support 
initially,  and  follow-up 
on  a  decreasingly 
frequent  schedule  for 
one  to  two  years. 
The  Premier's  Council  on 
the  Status  of  Persons  with 
Disabilities 


People  with  progressive  or  unstable  conditions,  such  as  heart  and  lung 
diseases,  diabetes,  and  multiple  sclerosis,  need  access  to  community-based 
resources  to  help  them  monitor  and  manage  their  problems.  When  treatment 
is  needed,  it  should  be  within  the  reality  of  their  conditions  through  physician- 
based  clinics  with  a  range  of  non-medical  alternatives,  or  specialty  clinics. 

Simply  put,  people  with  ongoing  conditions  need  to  know  how  to  carry 
on  activities  of  daily  living  that  fit  their  health  problems  in  the  healthiest 
possible  way.  They  should  be  allowed  to  choose  those  options  which  work  best 
for  them. 

The  Commission  sees  an  opportunity  for  the  development  of  manpower 
training  schemes  that  can  respond  to  the  ongoing  needs  of  persons  in  the 
community.  The  specialties  related  to  developmental  disabilities,  ongoing 
community  rehabilitation,  or  aging  have  been  overshadowed  by  the  high  tech, 
fast  turnover,  and  high  status  specialties  related  to  sports  medicine  and 
trauma. 

If  we  are  going  to  establish  a  community  base  for  ongoing  needs,  we  will 
require  special  incentives  to  attract  students.  This  may  involve  specialization 
within  our  current  professions,  fostering  new  professions,  and  use  of  alter- 
nates, such  as  peer  support. 

In  the  final  analysis,  treatment  and  support  should  be  the  most  effective 
and  least  intrusive. 

'77/7  the  intervention  is  of  a  type  which  clearly  needs  the  highest  level  of 
resources  to  ensure  success,  well  and  good.  But  if  very  highly  trained  and 
high-priced  personnel  and/ or  complex  and  expensive  equipment  are  being 
used  to  provide  'reassurance  to  the  worried  well)  or  in  circumstances 
where  emotional  support  by  ' informal  caregivers  is  more  appropriate  (and 
as  or  more  likely  to  be  successful),  then  the  high-priced  interventions 
represent  simple  waste." 

The  Canadian  Institute  for  Advanced  Research 
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INDIVIDUALS  IN  CONTROL 

Somehow,  the  vision  of  the  ideal  health  care  system  appears  to  have 
blurred.  Within  the  health  care  system,  "the  system"  now  seems  to  focus  on 
itself.  In  fact,  the  system  is  meant  to  serve  the  people  —  and  certainly 
individuals  who  work  in  the  system  believe  they  perform  their  duties  in  the 
service  of  individuals... providing  care,  relieving  pain,  and  giving  comfort. 
Yet,  both  consumers  and  providers  have  become  entangled  in  the  bureau- 
cratic web  of  the  highly  complex  and  complicated  health  care  system.  Too 
often,  programs  are  established  with  the  best  of  intentions  for  individuals  — 
but  administered  with  little  regard  for  the  needs  of  that  specific  individual, 
while  also  limiting  the  flexibility  and  creativity  of  the  providers  to  respond  on 
an  individual  basis.  The  saying  of  Alexis  de  Tocqueville,  "Every  central 
government  worships  uniformity;  uniformity  relieves  it  from  an  inquiry  into 
an  infinity  of  details,  which  must  be  attended  to  if  rules  have  to  be  adapted  to 
different  men,  instead  of  indiscriminately  subjecting  all  men  to  the  same 
rule,"  seems  to  fit. 


"It  is  recommended  that,  for 
purposes  of  operations,  the 
responsibility  for  decision- 
making should  be  placed  as 
near  as  possible  to  the  point 
of  delivery." 
H.L.  Morrison 


In  the  past,  when  we  developed  an  illness,  had  a  disability,  or  required 
health  care  services,  we  were  considered  "sick",  and  assumed  to  be  less 
capable  of  making  well-informed  decisions  about  complex,  or  even  simple 
issues.  As  a  result,  medical  information  was  often  kept  from  us  and  decisions 
were  made  on  our  behalf.  There  was  no  real  plot  or  conspiracy  to  stifle  the 
patient  in  the  decision-making  process.  The  medical  profession,  possessing 
the  knowledge  and  expertise,  accepted  the  larger  portion  of  the  burden  of 
treating  illness... sparing  us  the  anguish  of  coping  with  unfamiliar  medical 
terminology  and  treatment  procedures.  We  lacked  the  knowledge  to  judge  or 
weigh  what  should  be  done  in  our  own  best  interests,  preferring  that  the 
experts  decide. 

What  has  happened  to  change  our  relationship  with  health  care  providers.^ 
Knowledge.  As  more  information  becomes  available,  awareness  and  under- 
standing among  us  increases.  We  want  to  be  in  the  position  of  making 
informed  choices  about  the  options  available  to  us  in  regard  to  our  health  care 
needs.  We  want  to  be  involved  as  partners  with  caregivers  in  determining 
who  will  provide  treatment,  what  that  treatment  should  be,  where  it  will 
occur,  and  how  much  intervention  we  are  willing  to  accept.  We,  as  individu- 
als, want  to  be  in  control.  Some  of  us  are  prepared  to  put  ourselves  at  "dignity 
of  risk"  —  we  believe  in  our  right  to  choose,  to  refuse  treatment,  to  take  our 
best  chance. 


"Many  patients  feel  a  lack  of 
control  upon  their  entry  into 
the  health  care  system,  but 
there  is  a  trend  that  demands 
individuals  take  care  of  their 
health.  What  can  be  done  to 
make  patients  feel  that  they 
still  have  control? 

Educating  potential  patients 
so  that  when  they  enter  a 
hospital  they  are  informed 
about  their  illness,  possible 
treatments,  etc.  this  makes  it 
possible  for  them  to  feel  that 
they  have  more  control  over 
their  own  health  decisions." 
Alberta  Hospital  Association 
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"It  is  recommended  that  there  The  Commission  recognizes  that  the  transition  from  dependence  to 

be  open  referral,  so  different  independence  to  mature  interdependence  will  require  certain  changes  in 

practitioners  can  begin  to  attitude  among  both  health  care  providers  and  consumers.  Some  providers 

assess  the  efficacy  of  each  will  feel  threatened . . .  some  consumers  will  approach  their  new  authority  with 

other's  therapy  for  particular  caution.  Many  will  welcome  the  opportunity  to  share  the  responsibility  and 

complaints."  accountability  for  decisions  with  enthusiasm  and,  perhaps,  relief. 

A.  Chan 

The  word  that  best  describes  the  emerging  role  of  Albertans  is  empower- 
ment. . .  returning  the  authority  to  individuals  to  make  decisions  about  our 
health  —  about  living  and  dying.  All  of  us,  at  all  times  must  be  respected  as 
individuals  who  have  a  right  to  dignity,  privacy  and  autonomy. . .to  exercise 
maximum  control  over  our  destinies. 


The  recommendations  and  directions  for  implementation  in  this  chapter 
were  developed  to  empower  Albertans  by  redirecting  responsibilities  to  people 
—  the  real  focus  of  health  care  and  health  care  systems. 

Our  health  information 


In  the  past,  we  have  relied  on  physicians  to  keep  and  interpret  our 
medical  histories,  and  to  explain  our  illnesses  in  the  context  of  our  medical 
past.  Our  records  —  compiled  in  a  language  unfamiliar  to  us  —  remained 
isolated  in  files  in  doctors'  offices  and  hospitals,  and  were  sometimes  trans- 
mitted between  doctors  and  institutions  without  our  knowledge.  Our  rela- 
tionship with  the  medical  profession  centred  around  the  family  physician 
whom  we  knew  and  trusted.  We  chose  to  accept  a  dependent  role:  physician/ 
patient  closely  resembled  parent/child  models. 


"It  is  recommended  that,  as 
one  way  for  the  health  care 
system  to  save  money, 
patients  should  keep  their 
own  records  of  their  health 
problems  as  written  down  or 
diagnosed  by  their 
physician." 
C.  Selwood 


Today,  we  are  a  mobile  society.  We  move  from  farm  to  city,  from  city  to 
city,  from  province  to  province.  For  convenience,  we  visit  neighbourhood 
walk-in  clinics.  Our  doctors  and  other  care  providers  change,  but  our  records 
remain  in  each  office  and  hospital  we  have  visited.  When  we  seek  new 
practitioners,  we  provide  them  with  our  laymens  interpretation  of  our  medi- 
cal past.  To  us  it  has  not  mattered  whether  the  fracture  was  the  ulna  or  the 
radius... to  us  a  broken  arm  is  a  broken  arm. 

More  and  more,  we  want  —  indeed,  need  —  access  to  accurate  and  com- 
plete records  of  our  health  histories,  and  we  want  to  know  more  about  what  it 
all  means.  We  understand  the  issue  of  confidentiality  of  information,  but  we 
no  longer  accept  being  excluded  from  information  about  our  personal  health 
care  —  we  want  access  to  our  information,  we  want  control  over  it. 
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Increasingly,  health,  social  service  and  education  records,  and  personnel 
files,  are  open  to  us.  As  more  information  becomes  easily  available  to  us,  we 
need  to  be  able  to  understand  and  manage  it.  Fortunately,  most  doctors  and 
other  health  practitioners  are  taking  the  time  to  explain  medical  problems  and 
options  to  us  so  we  can  be  more  directly  involved  and  give  appropriately 
informed  consent  to  diagnosis  and  treatment. 


"Consumers  should  have  the 
confidentiality  of  their  health 
records  guaranteed." 

Consumers  Association  of 
Canada  (Alberta) 


But  control  of  our  own  health  information  continues  to  be  an  issue. 
Health  professionals  may  believe  information  about  certain  diagnoses,  such 
as  some  infectious  diseases  or  psychiatric  conditions,  should  be  made  availa- 
ble to  protect  others  from  potentially  dangerous  situations.  However,  a 
person  —  one  who  has  AIDS,  for  instance  —  may  wish  to  keep  that  diagnosis 
confidential. 

The  special  project  committee  of  the  Alberta  Branch  of  the  Canadian 
Bar  Association  recommended  to  the  Commission  that  legislative  change  to 
the  Hospitals  Act  is  necessary  regarding  health  care  information  and  docu- 
mentation. The  committee  suggested  that  the  procedural  onus  be  reversed  to 
require  the  record  keeper  to  disclose  the  record  to  the  patient,  unless  that 
record  keeper  has  applied  for  and  obtained  an  order  of  a  judge  of  the  court 
directing  that  access  be  withheld. 

The  Commission  believes  that  personal  health  information  must  be 
made  available  to  all  Albertans  on  personalized,  portable,  and  confidential 
micro-computer  cards  or  other  devices.  The  foremost  consideration  is  to  put 
the  individual  in  greater  control  of  information,  but  such  a  system  would 
provide  several  other  advantages  and  facilitate  a  variety  of  applications. 


The  storage  capacity  of  new  electronic  devices  such  as  "smart  cards"  can 
easily  accommodate  an  individuals  full  health  history  confidentially,  includ- 
ing all  medical/dental/pharmaceutical  records.  X-rays,  other  technical  data, 
and  insurance  information.  Portable  health  records  would  provide  a  partial 
solution  to  avoid  duplicated  investigation  and  medication. 

Currently,  the  lack  of  adequate  information  transfer  results  in  duplica- 
tion of  services  when  we  see  several  providers  regarding  the  same  health 
problem.  The  manual  system  needs  to  be  regularly  updated,  and  is  inefficient 
due  to  duplication  of  data.  It  cannot  be  used  readily  for  monitoring  utilization 
and  quality  control,  or  identifying  abuses  of  the  system  by  providers  and 
patients. 


"Interactive  information 
entry  and  retrieval,  smart 
card  technology  (or 
something  of  that  kind) 
should  be  used  to  facilitate  a 
portable  record  of  patient 
history,  current  diagnosis, 
and  current  active 
treatment." 
Independent  Phiysical 
Therapists  of  Alberta 
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3.0  THEREFORE,  WE  RECOMMEND  that  the  Government  of  Alberta 
establish  a  committee  in  1990  to  develop  a  strategy  for  the  imple- 
mentation of  a  system  to  collect,  transfer,  store,  and  update  individ- 
ual health  data  which  can  be  accessed  through  personal  micro- 
computer devices; 

3.1  that  the  committee  be  represented  by  Alberta  Health,  the  health  care 
professions,  the  Advocate  for  a  Healthy  Alberta,  the  Health  Authori- 
ties, health  care  and  post-secondary  institutions,  and  other  depart- 
ments, organizations,  and  the  private  sector  as  appropriate; 

3.2  that  the  strategy  include  the  selection  of  a  suitable  area,  ideally  within  a 
Health  Authority  boundary  which  would  participate  in  a  full  pilot 
project  to  test  province- wide  application; 

3.3  that  the  strategy  include  a  proposal  for  financial  and/or  manpower 
incentives  to  assist  and  encourage  Health  Authorities  and  health  care 
institutions  and  operations  such  as  doctors"  offices,  community  health 
clinics,  and  others,  in  making  the  transition  to  a  province-wide,  compat- 
ible, confidential,  computerized  system; 

3.4  that  an  awareness  program  be  developed  to  encourage,  inform,  ensure 
and/or  train  health  care  providers  and  consumers  in  the  use,  advantages 
and  confidentiality  of  the  computerized  system;  and 

3.5  that  the  personalized,  computerized  health  care  information  system  be 
phased-in  and  fully  operational  throughout  the  province  no  later  than 
1995. 

Directions  for  Implementation 

Given  that  Alberta  Health  has  begun  to  explore  the  possibility  of  using  a 
secure  "smart  card"  system  and  that  the  recommendation  itself  is  straight- 
forward and  detailed,  few  comments  regarding  implementation  are  necessary. 

Important  to  the  success  of  the  transition  will  be  the  cooperation  of 
facilities  that  provide  health  care  services  and  their  ability  to  transfer  and 
convert  information,  much  of  which  is  already  stored  on  a  variety  of  com- 
puter systems,  to  a  compatible,  confidential  format  and  universal  database.  In 
order  to  meet  the  target  date,  a  number  of  programs  of  assistance  may  be 
required. 


Despite  wide-spread  availability  of  computer  card  machines  which 
accommodate  banking  transactions,  for  example,  many  people  currently  do 
not  avail  themselves  of  the  convenience.  Whether  this  is  the  result  of  a 
preference  to  deal  on  a  face-to-face  basis  or  mistrust  of  "machines",  it  should 
serve  as  a  signal  that  awareness  programs  must  be  a  vital  component  of  the 
overall  concept.  Despite  the  desire  to  exercise  greater  control  over  personal 
health  information,  many  people  may  need  to  be  reassured  of  the  confidentiality 
and  security  of  the  system. 

Consumer  knowledge  and  skill  development 

Once  armed  with  our  personal  health  records  and  provided  with  greater 
options  regarding  health  care  providers  and  treatments,  we  must  ensure  that 
we  possess  a  level  of  knowledge  sufficient  to  allow  us  to  use  the  health  care 
system  wisely  and  responsibly. 

Through  Town  Hall  meetings  and  talking  to  the  public  at  large,  it  became 
clear  to  the  Commission  that  there  was  little  knowledge  at  the  consumer  level 
concerning  actual  costs  and  range  of  services  in  the  health  care  sector 
compared  to  the  knowledge  of  costs  and  services  that  we  pay  for  directly  in 
other  sectors.  To  a  large  extent,  it  would  appear  the  Alberta  Health  Care 
Insurance  Plan  acts  as  a  shield  against  the  reality  of  how  expensive  medical 
and  hospital  services  are,  and  that  the  majority  of  the  funds  come,  not  from 
premiums,  but  from  taxes.  With  more  detailed  information,  consumers 
might  be  more  judicious  in  their  use  of  services  and  less  demanding  on  the 
system. 

Additionally,  our  children  need  to  know  how  to  make  informed  deci- 
sions about  when  and  how  to  use  the  health  and  health  care  system  effectively, 
efficiently  and  economically.  Our  future  will  be  enhanced  by  knowledgeable 
generations  who  appreciate  the  value  of  the  system  and  understand  the 
services  it  provides. 

Teachers  can  be  influential  and  helpful  on  a  number  of  health  fronts  — 
by  knowing  what  constitutes  healthy  behaviour  and  by  recognizing  symptoms 
of  problems  among  students;  and  by  being  familiar  enough  with  the  health 
care  system  to  recommend  appropriate  services,  to  incorporate  aspects  of  the 
system  into  a  variety  of  classroom  discussions,  and  to  teach  responsible  use  of 
services.  Teachers  should  be  supported  by  administrators  in  working  with 
young  people  in  ways  that  facilitate  mental  health  and  management  of  stress, 
and  encourage  healthy  lifestyle  practices.  They  need  to  develop  greater 
insights  about  how  children  think  and  respond  at  each  age  level. 


"It  is  recommended  that, 
with  respect  to  the 
technology  becoming 
available  permitting 
patients  to  carry  their  entire 
medical  history  (including 
a  record  of  their  health 
service  utilization)  on  a 
plastic  card,  this  record 
should  be  read  and 
updated  by  practitioners 
and  it  could  be  copied  for 
their  own  records.  It  could 
contain  records  of 
prescriptions  and  pharmacies 
could  use  it  to  avert 
adverse  drug  interactions 
and  monitor  drug  abuse." 
R.D.  Hamm 


"We  need  to  educate  our 
population  as  to  the  costs  of 
health  care." 

AA.  Krawiec 
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Equality  for  persons 
with  disabilities  may 
require  extensive 
modifications  and  even 
costly  accommodations, 
but  that  is  the  price  of  a 
democracy.  Citizens 
with  disabilities  want 
what  all  citizens 
receive  from  their 
government;  no  more, 
no  less. 

Jerome  Schein,  Peikoff 
Chair,  Deafness  Studies, 
University  of  Alberto 


"It  is  recommended 
that  community-based, 
community-run  services  be 
further  encouraged  with 
self-help  groups  given 
greater  emphasis,  facilities, 
support  and  networking 
opportunities." 
Red  Deer  Regional  Mental 
Heoltfi  Council 


"It  is  recommended  that  the 
Government  of  Alberta 
reconfirm  its  policy  that 
community  participation  is  a 
fundamental  requirement  for 
an  effective  and  efficient 
primary  health  care  system." 
Sturgeon  Health  Unit 


As  consumers,  all  of  us  need  to  be  aware  of  health  care  options  and 
services  available  to  us  and  how  to  access  them.  For  the  most  part,  we  use 
families  and  friends  as  a  first  resource  to  find  out  what  is  available.  With  the 
increase  in  programs  and  community  action  facilities,  the  family  practitioner 
may  be  less  aware  of  options  available  outside  the  traditional  medical  system 
than  formerly.  Indeed,  the  Commission  wonders  whether  the  medical  practi- 
tioners, given  the  enormous  time  required  to  keep  up  with  conventional 
medical  care  information,  are  the  most  appropriate  people  to  provide  informa- 
tion on  alternatives  or  community  supports. 

A  number  of  facilitator  organizations  are  currently  in  place  or  planned 
to  provide  consumer  information  about  health  and  health  care  problems  and 
services.  The  Calgary  Association  for  Independent  Living  (CAIL)  provides 
information  on  how  to  hire  attendant  care  and  how  to  gain  access  to  daily 
living  services.  The  Easter  Seal  Ability  Council  of  Alberta,  and  The  Premier  s 
Council  on  the  Status  of  Persons  with  Disabilities,  and  other  groups  provide 
information  specific  to  people  with  disabilities.  For  senior  citizens,  countless 
groups  or  resource  centres  like  the  Kerby  Centre  in  Calgary,  the  Strathcona 
Place  Society  in  Edmonton,  and  most  drop-in  centres  in  rural  communities 
have  information  available.  Many  other  voluntary  groups,  private  sector 
agencies  and  government  departments  provide  information  —  the  problem  is 
not  a  lack  of  information,  the  problem  is  knowing  how  to  get  it,  where  it  is,  and 
what  it  means. 

For  this  reason,  new  ways  are  emerging  to  support  us  in  understanding 
and  using  information.  Some  of  the  more  popular  include  information  cen- 
tres and  phone-in  services  related  to  specific  health  issues  which  are  manned 
by  people  who  are  personally  familiar  with  the  conditions  or  issues.  There  are 
an  increasing  number  of  self-help  groups  that  can  provide  a  knowledgeable 
network  of  people  who  have  experience  dealing  with  specific  health  issues. 
These  groups  can  help  identify  and  evaluate  options,  and  provide  support  as 
to  which  might  be  most  useful.  Also,  pre-packaged  videos,  recordings  and 
computer  programs  assist  individuals  and  families  to  understand  specific 
conditions,  practical  first  aid  and  treatment,  operative  and  dental  procedures, 
and  health  and  social  problems.  These  are  being  used  increasingly  by  hospi- 
tals, practitioner  offices,  volunteer  agencies,  and  employers  to  explain  and 
reduce  the  fear  of  the  unknown. 
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4.0  THEREFORE,  WE  RECOMMEND  that  during  regular  curriculum 
review,  matters  pertaining  to  the  heakh  system  be  included  in 
appropriate  life  skills  management,  social  studies,  and  other  courses 
in  the  school  curriculum,  and  that  the  incorporation  be  concluded 
no  later  than  1995; 

4. 1  that  health  studies  at  Alberta's  post-secondary  institutions  include  courses 
on  the  use  of  the  health  system; 

4.2  that  information  on  the  costs  of  services  rendered  by  practitioners, 
institutions  or  government  agencies  be  provided  to  individuals; 

4.3  that  the  Government  of  Alberta  initiate  methods  of  informing  its 
constituents  of  the  range  of  health  services  available,  how  and  when  to 
use  them,  where  the  funds  come  from,  and  their  value;  and 

4.4  that  incentives  be  provided  to  Albertans  to  maintain  a  healthy  lifestyle, 
and  some  form  of  reward  be  provided  to  those  who  use  the  health  care 
system  significantly  less  than  the  norm. 


Directions  for  Implementation 


The  elements  of  this  recommendation  are  based  on  the  need  for  immedi- 
ate and  ongoing  change  in  the  health  and  education  sectors.  Some  coopera- 
tion among  departments  of  government  already  exists  in  areas  of  health 
personnel  education,  and  elementary  and  secondary  school  curricula  and 
activities.  This  will  have  to  be  further  extended  to  accommodate  consumer 
skill-development  in  health  and  health  care. 

In  order  for  consumers  to  make  informed  decisions  regarding  selection 
of  options  and,  more  generally,  becoming  aware,  statements  of  actual  and 
total  cost  of  treatment  should  be  provided  by  whoever  provides  the  service. 


"It  is  recommended  that  we 
must  ultimately  achieve  a 
culture  which  values,  as  a 
social  and  political  norm, 
exercise  and  the  attainment 
of  a  healthy,  vigorous 
lifestyle  so  that  we  may  all 
die  young  —  as  late  as 
possible." 

Alberta  Recreation  and  Parks 


People  who  maintain  healthy  lifestyles  —  do  not  smoke  or  drink,  and 
are  not  overweight,  for  example  —  might  be  rewarded  with  lower  health  care 
insurance  premiums,  or  recognized  for  their  achievement  in  other  ways. 
Developing  a  "Health  Report  Card  for  Albertans",  with  goals  set  by  the 
consumer  and  the  health  care  provider,  might  be  a  useful  effort  of  direct 
personal  involvement.  The  Commission  wishes  to  stress  that  such  an  incen- 
tive program  would  not  penalize  people  who,  because  of  ongoing  illness  or 
injury,  legitimately  must  use  the  health  care  system  more  than  the  norm. 
Indeed,  any  number  of  these  people  would  also  qualify  for  rewards  and 
recognition.  However,  there  may  be  some  circumstances  which  do  warrant 
some  punitive  action  —  for  instance,  persons  who  are  convicted  of  impaired 
driving  offences,  in  addition  to  other  fines,  might  be  required  to  pay  higher 
health  care  insurance  premiums. 


"It  is  recommended  that 
where  patients  choose  to 
indulge  in  lifestyles 
obviously  deleterious  to 
their  health,  they  be  required 
to  pay  increased  AHCIP 
premiums." 

Alberta  Medical  Association 
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"My  mother  finally  died  last 
week,  what  was  left  of  her 
enduring  over  13  years  of 
inhuman  existence.  Her  body 
lived  in  Unit  #3,  South  of  the 
Good  Samaritan  Auxiliary 
Hospital  in  Edmonton.  She 
lived  in  a  persistent 
vegetative  state  after 
unsuccessful  surgery 
following  a  ruptured  berry 
aneurysm. 

I  strongly  feel  that  active 
euthanasia  under  certain 
circumstances  is  highly 
appropriate.  I  believe  it 
should  be  done  by  committee 
when  either  the  family 
spontaneously  requests  it  or 
when  they  arrive  at  this 
decision  after  the 
hopelessness  of  the  condition 
becomes  apparent  and  they 
are  so  advised.  I  believe  it 
should  be  done  with  an 
Ombudsman  acting  on  the 
behalf  of  the  patient,  with  a 
designated  family  member,  a 
representative  of  the 
hospital,  a  clergyman  or 
ethicist  from  the  hospital  or 
perhaps  the  province  (state), 
the  personal  physician  of  the 
patient,  and  a  senior  or 
designated  member  of  the 
medical  staff.  Such  an 
arrangement  safeguards  the 
rights  of  the  patient  and 
relieves  the  family  of  the  guilt 
associated  with  so 
momentous  a  decision." 
Joe  Freedman 


Difficult  decisions 

Within  the  next  50  years,  we  can  expect  to  discover  technologies  that 
will  prolong  a  persons  life  indefinitely.  Will  we  know  how  to  use  that 
technology.^  Will  we  be  able  to  afford  it?  What  constitutes  a  life?  When  does  it 
begin?  When  does  it  end?  Should  it  end? 

As  individuals  and  as  a  society,  we  need  to  discuss  and  make  decisions  on 
these  difficult  issues  —  firstly,  for  ourselves  and  secondly,  because  our 
answers  will  affect  our  health  care  system  and  how  we  spend  our  resources. 

At  a  personal  level,  we  may  face  having  to  make  any  number  of  decisions. 
Do  we  continue  with  a  pregnancy  that  will  give  birth  to  a  child  who  is  severely 
handicapped,  institutionalize  a  loved  one  who  cannot  live  on  their  own, 
continue  heroic  treatment  when  a  person  shows  no  signs  of  understanding? 
In  all  of  these  situations,  we  and  our  families  and  our  health  care  practitioners 
find  ourselves  caught  between  the  possibilities  of  medicine  and  personal 
beliefs. 

In  the  past,  difficult  decisions  —  sometimes  less  complicated  than  those 
today  —  were  made  by  family  members,  or  between  families  and  physicians, 
and  often  within  the  context  of  our  religious  beliefs.  More  and  more,  decisions 
about  our  health,  or  our  death,  are  now  made  in  fear  of  court  action, 
malpractice  suits,  hospital  policy,  and  public  presentation.  It  seems  that 
increasingly  we  are  not  the  arbiters  of  our  own  destinies. 

Quadriplegic  Given  Right  to  Die  —  Report  from  Atlanta  granted  a  33-year- 
old  quadriplegic  man 's  wish  to  be  allowed  to  shut  off  the  machine  that  has  kept 
him  alive  for  four  years,  fudge  in  doing  so  ruled  that  McAfee 's  right  to  refuse  life 
sustaining  treatment  outweighed  the  state 's  interest  in  preserving  life.  McAfee 
asked  the  court  s  permission  to  shield  anyone  ivho  helped  him  from  potential  legal 
problems.  The  Edmonton  fournal,  Sept.  8,  1989 

Religion,  as  the  reflection  of  our  beliefs  about  life,  has  been  a  major 
source  of  support  when  difficult  decisions  had  to  be  made.  However,  with  the 
increasing  complexity  of  medical  decisions,  physicians  find  themselves  pulled 
into  helping  us  make  these  difficult  decisions,  and  religion  and  personal 
beliefs  seem  to  play  less  of  a  role.  Perhaps  this  is  because  so  much  more  can  be 
done  to  keep  us  alive,  even  though  we  may  be  brain  dead  or  totally  incapable  of 
quality  life. 
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The  Commission  is  not  in  favor  of  active  euthanasia.  Neither  for  instance 
is  the  Canadian  Medical  Association  among  others.  However,  the  general 
question  of  euthanasia  must  definitely  be  raised  in  this  context.  In  California, 
there  is  a  bill  before  the  state  legislature  that  would  permit  mercy  killing  by 
lethal  injections.  In  Holland,  an  estimated  5,000  people  a  year  choose  to  die 
in  hospitals  by  euthanasia.  Around  the  globe,  a  pro-euthanasia  group  called 
the  Hemlock  Society  is  gaining  support.  A  Gallup  poll  conducted  in  1989 
shows  77  per  cent  of  Canadians  believe  doctors  should  be  permitted  to 
terminate  the  lives  of  incurably  sick  people  who  are  suffering  greatly  and  who 
want  to  die. 


"It  is  recommended  that  the 
primary  decision-maker  is 
the  patient.  The  patient's 
decision  to  undergo 
treatment,  to  refuse 
treatment,  to  strive  to  live  or 
to  seek  to  die  is  primary." 
Alberta  &  North  Synod 
Evangelical  Lutheran  Church 
in  Canada 


In  addition  to  the  counsel  provided  by  social  workers,  psychologists, 
psychiatrists,  and  nurses,  the  specialty  of  pastoral  care  has  emerged  to  help 
people  make  difficult  decisions.  Specialized  multi-disciplinary  and  non- 
denominational  training  is  provided  through  programs  accredited  by  the 
Canadian  Association  of  Pastoral  Education.  Specialists  work  through  places 
of  worship,  in  hospitals,  in  extended  care  facilities,  and  within  communities 
to  reach  us  when  we  need  support  and  guidance  in  making  difficult  decisions 
about  ordinary  care,  the  refusal  of  treatment,  or  timing  of  the  "moment  of 
death." 


"Pastoral  care  must  be 
officially  sanctioned  by  the 
government  through  its 
inclusion  in  the  funding  for 
hospitals." 

St.  Mary's  Hospital  —  Camrose 


The  Commission  supports  efforts  to  include  pastoral  care  units  as  part  of 
hospital  budgets.  Denominational  support  ivithin  hospitals  reflects  each  denomi- 
nation s  right  and  responsibility  to  those  of  its  particular  faith. 


Individuals,  families,  and  health  professionals  could  benefit  from  dis- 
cussions with  professionals  trained  in  medical  ethics.  Emotionally  laden 
issues,  and  deeply  held  moral  convictions,  often  lead  to  poor  communication, 
especially  in  fast-paced  institutions.  Ethical  issues  —  withdrawing  life  sup- 
port, organ  transplants  from  infants  or  emotionally  related  donors,  or  paren- 
tal consent  to  surgical  sterilization  of  a  dependent  adult  —  rarely  admit  to  an 
easy  or  clear  solution. 

Nurses  and  other  health  providers,  who  may  not  have  participated  in 
medical  decisions,  may  be  asked  to  carry  out  procedures  to  which  patients, 
families,  and  physicians  have  agreed,  but  about  which  they  have  little  or  no 
understanding  or  knowledge.  An  ethicist,  sensitive  to  providers'  roles,  may  be 
of  help  in  clarifying  the  issues  and  finding  common  values  on  which  to  base 
either  the  decision  or  a  health  professionals  involvement  with  a  controversial 
choice. 


"It  is  recommended  that  the 
provincial  government 
specifically  encourage  health 
care  institutions  to  adopt 
practices  which  will  enhance 
an  ethical  approach  to  the 
allocation  of  resources,  such 
as  an  active  and  involved 
interdisciplinary  bioethics 
committee." 
Grey  Nuns  of  Alberta 
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"It  is  recommended  that 
every  consideration  for  some 
type  of  government  funding 
should  be  given  to  an  ethics 
think  tank'  similar  to  The 
Hastings  Center  in  New  York.  " 
J.  Storch 


"The  future  must  be  focused 
on  providing  a  true  '  health ' 
care  system  for  the  people  of 
this  province.  One  which 
provides  a  basis  by  which 
each  individual  can 
participate  in  and  take 
responsibility  for  his/her 
own  health  needs." 
Staff  Nurses  Association  of 
Alberta 


Hospital  boards  are  required  to  address  the  need  for  policies  on  informed 
consent,  patient  choice  of  treatment,  refusal  of  treatment,  accessibility  to 
treatment,  withholding  treatment,  restraints,  abortion,  and  other  matters 
related  to  bio-medical  ethics.  Hospital  staff  need  support  to  understand  and 
implement  policy.  Educational  facilities  singly,  or  in  cooperation  with  health 
delivery  facilities,  are  setting  up  formal  groups  to  educate  and  to  act  as  a 
resource  to  professionals.  The  Medical  Bioethics  Research  Group  and  the 
Calgary  Institute  for  the  Humanities  at  the  University  of  Calgary,  and  the 
Joint  Faculties  Bioethics  Project  at  the  University  of  Alberta  are  examples. 
As  well,  St.  Joseph  s  College  Centre  for  Ethics  in  Health  Care  and  Biology  is  a 
first  for  Alberta,  and  began  operations  on  September  1,  1989  in  Edmonton. 

''What  difference  does  the  Center  make?  A  significant  one  we  believe. 
Hastings  Center  staff  members  have  testified  before  a  ivide  range  of  state  and 
federal  legislators;  have  assisted  in  the  drafting  of  key  legislation;  and  have  served 
on  such  diverse  groups  as  Congressional  Office  of  Technology  Assessment 
Panels,  state  commissions,  and  National  Academy  of  Science  Study  Groups. 

"The  Center's  reports  and  publications  have  been  a  mainstay  in  the  field  of 
medical  and  professional  ethics.  Its  guidelines  have  helped  to  orient  practitioners 
and  shape  policy.  Its  consultative  work  has  informed  the  media,  professionals  and 
the  public.''  —  Hastings  Center,  1986 


Basically,  five  concerns  are  at  the  core  of  the  dilemmas  in  health  and 
health  care:  consent  to  treatment;  treatment  of  the  aged  and  the  newborn; 
allowing  patients  to  die  in  palliative  care  settings;  confidentiality  of  patient 
information;  and  health  resource  allocation,  that  is,  rationing  scarce  resources, 

A  number  of  centres,  institutes,  and  groups  are  attempting  to  provide 
resource  material,  discussion,  advice,  and  education  in  the  area  of  ethics  and 
decision-making  in  health  care.  It  is  clear  that  the  need  exists  for  a  well- 
funded,  overall  body  responsible  for  education,  consultation,  and  research. 


This  body  could  help  all  of  us  deal  with  difficult  decisions  and  dilem- 
mas in  health  care  as  they  arise.  Its  debates  and  studies  would  involve 
consumers,  providers,  government  planners,  pastoral  care  specialists,  the 
judiciary  and  policy  makers.  Its  opinions  and  findings  would  be  communi- 
cated to  the  public  and  all  interested  groups  in  an  understandable,  meaning- 
ful, and  timely  manner. 
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5 .0  THEREFORE,  WE  RECOMMEND  that  the  Government  of  Alberta 
support  the  establishment  of  a  provincial  Ethics  Centre  by  providing 
matching  grants  annually,  up  to  and  including  1995,  to  funds  pro- 
vided by  academic  institutions,  religious  groups,  corporations,  foun- 
dations, and  individuals; 

5.1  that  the  Ethics  Centre  exist  within  an  intellectual  but  practical  environ- 
ment, accessible  by  the  public,  but  operating  at  arms-length  from 
governing  bodies; 

5.2  that  the  findings  of  the  Ethics  Centre  be  shared  with  Albertans  in  an 
appropriate  manner,  with  provincial  Health  Authorities,  with  members 
of  health  care  and  other  professions,  and  with  similar  centres  nationally 
and  internationally;  and 

5 . 3  that  the  success  of  the  Ethics  Centre  in  meeting  its  mandate  be  reviewed 
in  1994  to  determine  continuing  the  Government  of  Alberta  matching- 
grant  program  for  an  additional  five  years. 

Directions  for  Implementation 

The  establishment  of  an  Ethics  Centre  could  be  based  on  the  already 
firm  foundations  of  the  activities  at  the  Universities  of  Alberta  and  Calgary. 
St.  Josephs  College  could  provide  useful  advice. 

The  objectives  and  goals  of  the  Ethics  Centre  would  be  to: 

—  provide  an  accessible  resource  for  citizens  of  Alberta  in  respect  to 
ethical  issues  in  health  care  and  dying  through  symposia  and  commu- 
nity outreach  programs; 

—  increase  public  and  professional  awareness  to  ethical  issues  in  patient 
care,  throughout  the  province; 

—  facilitate  an  interdisciplinary  approach  to  the  teaching  of  ethics/ 
bioethics  to  undergraduate  and  graduate  students  in  health  care  profes- 
sions in  post-secondary  institutions  in  Alberta; 

—  encourage  discussion  among  practising  health  care  professionals  and 
consumers; 

—  examine  issues  of  hospital  and  health  care  administration  from  an 
ethical  viewpoint  and  provide  advice  on  request;  and 

—  examine  the  wider  ethical  aspects  of  health  care  policy  and  resource 
allocation  in  Canadian  society. 


"It  is  recommended  that 
institutions  of  higher 
learning  in  Alberta  be 
encouraged  to  establish 
research  and  educational 
programs  in  bioethics." 
Catholic  Health  Association  of 
Alberta 

Catholic  Hospitals  Foundation 
of  Alberta 
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"It  is  recommended  that  a 
task  force  with 
representatives  of  the 
various  professional  disci- 
plines involved,  the  public 
and  service  providers,  should 
be  struck  to  review  and 
recommend  on  legal  and 
ethical  policies  to  be  used  as 
a  foundation  for 
decision-making  in  the 
allocation  of  resources  for 
long-term  care  services." 
Edmonton  and  Rural  Auxilian/ 
Hospital  &  Nursing  Home 
District  #24 


The  Commission  believes  finaneial  support  would  be  forthcoming  from 
a  variety  of  interested  institutions,  groups  and  individuals  based  on  a  commit- 
ment from  government.  The  Government  of  Alberta  should  explore  the 
feasibility  of  deriving  matching-grant  funds  for  the  Ethics  Centre  from  the 
Family  Life  and  Drug  Abuse  Foundation  endowment.  The  funding  approaches 
taken  by  other  ethics  centres,  such  as  Westminster  Institute  in  London, 
Ontario,  and  Hastings  Institute  in  New  York,  and  St.  Josephs  College, 
should  be  examined. 

Active  personal  control 

Many  health  care  providers,  would  prefer  to  expand  our  opportunities  to 
access  treatment,  to  request  alternate  treatment  or  to  refuse  treatment. 
However,  some  professionals  are  uneasy  because  we  generally  have  allowed 
them  to  make  decisions  on  our  behalf  believing  them  to  be  more  knowledgea- 
ble. It  is  easier,  and  some  have  said  better,  to  continue  that  way.  Many 
Albertans  want  to  be  in  greater  control;  others  want  control  and  the  option  of 
a  greater  number  of  approved  providers. 


Whatever  the  options,  we  must  accept  the  risks  and  responsibilities 
which  accompany  the  right  to  decide  the  type  of  care  we  receive.  Health 
professionals  will  be  in  a  better  position  to  facilitate  our  involvement  if  we 
relieve  them  of  the  responsibility  and  legal  liability  for  some  of  our  health 
decisions. 


"Increasingly,  application  is 
being  made  on  behalf  of 
adults  who  have  been 
competent  through  their  lives 
and  become  incompetent  in 
their  old  age  as  a  result  of  a 
dementing  or  other  illness. 

It  is  recommended  that  there 
are  a  number  of  policy  and 
legislative  issues  that  should 
be  addressed  as  more  people 
turn  to  guardianship  by  the 
state." 

The  General  Hospital  (Grey 
Nuns)  of  Edmonton 


Currently,  we  struggle  with  how  to  be  sure  our  wishes  will  be  recognized 
and  acted  upon  if  we  become  incapable  of  expressing  ourselves.  There  is  an 
undeniable  dignity  in  exercising  authority  over  decisions  we  can  make  today 
knowing  they  will  be  followed  in  the  future. 

The  Dependent  Adults  Act  (Alberta  1981)  was  created  to  provide  a 
substitute  decision-maker  for  those  Albertans  18  years  of  age  or  older  who  are 
unable  to  care  for  themselves,  and  who  are  unable  to  make  personal  decisions. 
This  unique  Canadian  human  rights  legislation  has  given  a  voice  to  those 
persons  who,  because  of  disabilities  such  as  mental  retardation,  chronic 
mental  illness,  brain  damage,  or  disease  associated  with  aging,  are  deemed 
incapable.  A  guardian  and  trustee  —  persons  close  to  the  dependent  adult  or 
publiclv  appointed  by  the  courts  —  are  instructed  to  act  in  the  best  interests 
and  in  the  least  restrictive  manner  in  matters  relating  to  medical  care  and 
financial  management,  respectively.  The  Public  Guardians  Office  has  become 
the  natural  allv  in  the  search  for  more  individualized  solutions  that  are  in  the 
best  interests  of  dependent  adults. 
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Power  of  attorney  is  a  legal  process  through  which  we  can  appoint 
another  person  to  act  on  our  behalf  as  long  as  we  are  still  able  to  make 
decisions.  In  Alberta,  power  of  attorney  ceases  when  we  become  mentally 
incapacitated.  People  whose  mental  faculties  are  beginning  to  fail  frequently 
wish  to  grant  a  power  of  attorney  to  a  family  member  or  a  friend,  with  the 
expectation  that  this  will  enable  our  affairs  to  be  managed  by  our  designate 
after  we  become  mentally  incompetent.  However,  under  current  Alberta 
legislation,  this  cannot  be  done.  Ontario  and  Nova  Scotia  have  extended 
power  of  attorney  to  cover  such  situations.  Safeguards  include  requiring  more 
than  one  witness  to  the  forms,  and  having  the  advice  of  a  lawyer  before 
signing  the  power  of  attorney. 

Enduring  power  of  attorney  would  provide  a  relatively  informal  means 
of  managing  ongoing  financial  affairs  of  persons.  This  would  allow  us,  in 
advance  of  incapacity,  to  decide  for  ourselves  who  is  best  suited  to  handle 
longer-term  matters  on  our  behalf,  rather  than  waiting  until  the  courts  make 
a  decision  after  sometimes  costly,  time  consuming,  and  emotionally  draining 
legal  procedures. 

Through  advanced  directives,  commonly  referred  to  as  living  wills,  we 
could  decide  ahead  of  time  what  actions  are  to  be  taken  regarding  our  future 
health  in  case  we  become  incapable.  Currently,  living  wills  are  not  binding  on 
providers  or  administrators  because  no  legislation  or  law  exists  in  Canada  to 
deal  with  them.  Giving  living  wills  legal  status  could  raise  problems  if  we 
change  our  minds  or  if  our  families  or  health  providers  disagree  with  our 
directives.  This  would  be  addressed  by  legislation. 


Legalizing  advanced  directives/living  wills  ensures  that  our  instructions 
for  specific  circumstances  are  known  by  others  close  to  us.  Substitute  decision- 
makers are  far  more  comfortable  with  and  are  relieved  of  the  burden  of 
making  decisions  in  our  best  interests  if  they  know  our  preferences.  A 
statute  legalizing  advanced  directives  could  encourage  facilities  or  caregivers 
to  request  voluntary,  written  advanced  directives  in  history-taking  procedures 
on  admission  to  the  hospital,  thus  recording  end-of-life  instructions  or  choices 
in  health  care.  It  must,  however,  be  recognized  that  even  a  person  of  limited 
competence  must  be  allowed  to  reject  earlier  wishes.  It  is  important  that 
the  most  current  wishes  of  the  person  be  acknowledged  to  guard  against 
out-of-date  directives  being  followed. 

The  introduction  of  appropriate  legislation  that  will  authorize  enduring 
power  of  attorney  would  allow  our  designate  to  handle  our  finances  for  us 
when,  or  if,  we  become  incompetent,  while  living  wills  would  establish  the 
options  for  treatment  or  withholding  treatment  should  the  need  arise. 


"It  is  recommended  that 
serious  consideration  be 
given  to  enacting  legislation 
to  provide  for  a  substitute 
decision-maker  appointed  by 
the  patient  similar  to  that 
found  in  enduring  powers  of 
attorney  legislation  in  other 
jurisdictions." 

Special  Project  Committee  of 
the  Alberta  Branch  of  the 
Canadian  Bar  Association 
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6.0    THEREFORE,  WE  RECOMMEND  that  the  Government  of  Alberta 
introduce  legislation  in  1990  which  will  enable  Albertans  to  provide 

1)  enduring  power  of  attorney  regarding  financial  and  other  mat- 
ters; and 

2)  advanced  directives,  also  referred  to  as  "living  wills",  regard- 
ing personal  matters. 


Directions  for  Implementation 


Fourteen  years  of  experience  with  the  Dependent  Adults  Act  -  Alberta 
provides  a  base  to  study  the  effectiveness  of  and  needs  for  safeguards.  Initial 
research  in  this  area  has  started  and  must  be  encouraged  to  continue. 


"It  is  recommended  that,  in 
relation  to  the  patient's  right 
to  refuse  treatment,  coupled 
with  proper  care  and 
attention  to  pain  relief,  this 
should  allow  a  comfortable 
death  due  to  natural 
processes." 
RG.  Winkeloar 


Public  debate,  generated  through  the  Ethics  Centre  as  one  of  its  first 
tasks,  would  identify  what  professionals,  and  Albertans  in  general,  believe  to 
be  important  for  inclusion  in  legislation  governing  both  enduring  power  of 
attorney  and  advanced  directives.  We  should  have  the  ability  to  choose  who 
we  want  to  handle  our  affairs  without  losing  our  ability  to  take  part  as  long  as 
we  can,  and  in  whatever  way  we  can. 

The  legal  aspects  of  both  enduring  power  of  attorney  and  advanced 
directives,  including  fees  and  registration  of  do-it-yourself  orders,  will  need  to 
be  investigated.  Other  jurisdictions  which  have  either  or  both  in  place  could 
provide  useful  information  to  Alberta. 


Alberta  drivers'  licences  include  a  universal  donor  card  giving  us  the 
opportunity  to  donate  specific  or  needed  organs,  tissue,  or  parts  following 
death.  Once  signed  and  witnessed,  the  card  is  legally  binding  in  Canada  and 
the  United  States  without  permission  from  next-of-kin.  Decisions  about 
death  and  dying,  including  such  considerations  as  organ  transplants  and  life 
support  systems,  could  be  affected  by  changing  technologies  and  advanced 
procedures.  Keeping  end-of-life  information  current  on  our  personalized 
"smart  cards"  would  be  relatively  easy  to  maintain,  and  should  be  as  legally 
binding  as  universal  donor  cards. 


Self-instruction  materials  related  to  enduring  power  of  attorney  and 
advanced  directives,  developed  for  use  in  discussions  with  family  members 
and  health  care  providers,  would  be  helpful  in  clarifying  positions  and  outlining 
legal  requirements.  The  Ethics  Centre  could  be  the  primary  source  for 
gathering  and  disseminating  such  information  to  individuals  and  local  Health 
Authorities. 
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Personal  portable  funding 

Currently,  we  provide  payment  for  our  health  care  through  three  mech- 
anisms. We  pay  out  of  our  pockets  for  a  variety  of  services  including  dentists, 
counsellors,  psychologists,  and  others;  for  appliances  such  as  crutches,  trusses 
and  glasses;  and  for  over-the-counter  drugs,  medications,  and  merchandise. 
We  may  pay  for  non-governmental  third-party  insurance  such  as  Blue  Cross 
or  other  private  sector  insurance  to  cover  such  items  as  ambulance  service, 
private  rooms,  and  dental  coverage.  All  Alberta  residents,  through  the  Alberta 
Health  Care  Insurance  Plan,  are  covered  for  most  hospital  care,  physician 
care  and  care  by  a  select  group  of  other  providers;  and  this  is  paid  for  through 
our  taxes  and  health  care  premiums  and  other  sources  of  government  revenue 
and  borrowing. 

Unfortunately,  the  costs  of  those  services  provided  through  our  govern- 
ment insurance  program  are  generally  unknown  to  consumers,  and  indeed 
may  often  be  unknown  to  providers,  especially  those  in  the  hospital  system. 
Additionally,  consumers,  having  paid  for  coverage  through  taxes  and  premi- 
ums, are  forced  to  choose  only  those  services  provided  under  government 
insurance  in  order  to  have  them  paid  for  fully  or  in  part  by  the  plan.  These 
shortfalls  could  adversely  affect  the  Commission  s  principles  of  people,  choice, 
change,  opportunity,  and  decisions. 

The  current  funding  system  for  primary  practice  does  not  adequately 
foster  an  atmosphere  that  encourages  autonomy,  responsibility  and  self- 
reliance  in  the  utilization  of  health  services.  We  need  a  funding  structure  that 
will  be  flexible,  and  will  encourage  and  reward  efficiency  and  effectiveness  on 
the  part  of  the  consumers  and  providers.  More  innovative  approaches  must  be 
adopted  to  managing  the  financing  and  funding  of  health  services,  providing 
us  with  greater  individual  responsibility  and  accountability. 

7.0  THEREFORE,  WE  RECOMMEND  that  the  Government  of  Alberta 
explore  the  option  of  a  system  that  provides  all  Albertans  and/or 
their  designates  with  the  responsibility  for  disbursing,  managing 
and  monitoring  the  funds  required  for  their  health  care  needs; 

7.1  that  a  system  of  personalized  funding  be  devised  that  determines 
individual/family,  annual  health  care  expense  budgets  (based  on  past 
usage,  needs,  typical  comparisons  and  circumstances)  which  can  be 
accessed  only  through  personal,  micro-computer  devices  from  the  Alberta 
Health  Care  Insurance  Plan  account,  and  can  provide  monthly  state- 
ments detailing  expenses  and  available  balance. 

7.2  that  the  system  be  flexible  enough  to  accommodate  budget  adjustments 
following  changes  in  health  circumstance  and  confirmation  of  diagnosis; 


"Spending  more  on  health  care 
is  both  practically  and 
politically  feasible  if  our  health 
care  policy,  programs,  and 
priorities  are  effectively  and 
efficiently  determined,  if 
health  care  philosophy  and 
objectives  are  sound,  if  they 
are  effectively  communicated 
—  and  if  the  public  is 
adequately  involved  in  the 
process." 
S.  Stinson 


"It  is  recommended  that  there 
should  be  billing  slips  for 
patients  given  from  MDs  to 
the  patient  who  would  in  turn 
send  in  the  slip  to  health  care." 
0.  Jeske 


People  directly  derive 
personal  public  health  credit 
by  use  of  their  smart  cards 
to  pay  for  health  services. 
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7.3  that  the  system  be  tested  in  conjunction  with  the  pilot  project  recom- 
mended to  test  the  province-wide  appHcation  of  the  personaHzed,  com- 
puterized health  information  devices; 

7.4  that  consumer  education  programs  be  developed  to  assist  Albertans  in 
making  informed  choices  about  services  and  care  providers;  and 

7.5  that  the  transfer  of  this  responsibility  to  individual  Albertans  be  phased-in 
and  fully  operational  by  2005. 


Directions  for  Implementation 


"One  of  the  maior  factors  thaf 
must  be  clearly  identified  and 
honestly  presented  is  the 
honest  disclosure  of 
important  issues  such  as  cost. 


The  pilot  phase  for  personal  portable  funding  must  monitor  not  only 
effectiveness  of  the  system  but  also  patient  use  of  health  services.  Will  some 
of  us  hoard  our  credit  for  a  real  need  and  miss  preventive  measures  or  early 
detection.'^  Will  we  try  to  spend  all  credits  left  at  the  end  of  the  year?  Will  we 
make  sensible  choices  all  of  the  time.^ 


...If  individuals  knew  what 
these  services  really  cost,  I 
suspect  they  would  better 
understand  and  begin  to 
demonstrate  the  need  for 
rationing  and  apportioning 
very  special  services." 
Dr.  R.A.  Morgan 


The  Commission  believes  Albertans,  by  and  large,  will  use  the  system 
wisely  and  appropriately,  but  recognizes  that  adequate  information  will  influ- 
ence informed  decisions  regarding  choices.  In  essence,  the  Commission 
supports  the  "dignity  of  risk"  which  emphasizes  that  the  possibility  of  us 
making  mistakes  must  be  balanced  against  removing  free  and  voluntary 
choice  from  particular  decisions.  While  such  a  possibility  is  not  desirable,  it 
may  be  justified.  Furthermore,  it  is  important  to  recognize  that  many  services 
—  especially  emerging  alternate  care  services  —  may  not  be  suitable  for 
inclusion  under  personal  portable  funding  unless  they  are  considered  basic 
under  the  Alberta  Health  Care  Insurance  Plan. 


The  concept  must  be  designed  to  ensure  that  point-of-service  awareness 
of  cost  is  available.  When  the  debit  card  is  used  to  pay  for  a  service,  the  service 
provided,  its  cost  and,  if  feasible,  an  authorizing  signature  from  the  consumer 
are  obtained.  The  completed  transaction  should  indicate  that  the  provider,  the 
service  performed,  the  cardholder  and  the  amount  billed  are  all  validated  and 
acceptable.  Finally,  electronic  transfer  of  funds  from  the  individuals  or  family's 
public  health  care  account  to  the  provider  s  account  will  occur  immediately. 
This  approach  should  eliminate  cumbersome  paperwork  on  the  part  of  health 
care  providers  and  government.  Albertans  —  who  for  whatever  reason  do  not 
have  their  "smart  cards",  or  unable,  particularly  in  emergency  situations,  to 
provide  an  authorizing  signature  —  will  not  be  denied  treatment  or  service. 

Current  mechanisms  in  place  to  review  provision  of  services  by  practi- 
tioners, such  as  the  Medical  Practice  Audit  Committee  of  the  College  of 
Physicians  and  Surgeons  of  Alberta,  should  continue,  and  the  same  approach 
be  used  by  other  professional  organizations  whose  members  are  paid  from  the 
public  purse. 
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Also,  consumer  use  of  services  should  be  electronically  monitored  so 
that  the  number  of  services  accessed  and  by  whom  can  be  identified.  For  most 
patients,  the  need  to  receive  health  care  services  will  be  obvious.  For  some, 
however,  there  may  be  an  identifiable  overuse  of  the  public  system  and  the 
public  purse.  Such  individuals  or  families  might  require  counselling  about 
the  use  of  services,  and  be  motivated  to  take  corrective  action.  Others  may 
have  to  have  their  access  to  the  public  system  constrained  by  requiring  them 
to  attend  only  pre-determined  providers.  A  similar  approach  already  exists  to 
monitor  possible  overuse  of  narcotics.  Triplicate  prescription  forms  lessen 
the  chance  of  one  or  more  physicians  over-prescribing  drugs  to  patients  who 
may  seek  the  services  of  more  than  one  provider. 


"There  is  too  many  freebies 
given  out  as  far  as  the  health 
care  system  is  concerned  in 
Alberta." 

B.  Dorshied 


Finally,  the  services  and  providers  eligible  to  be  paid  through  the  per- 
sonal, portable  debit  card  will  have  to  be  defined  by  the  government  of  the  day 
in  consultation  with  providers  and  consumers. 

Basic  and  supplementary  insurance 

Recently,  the  utilization  of  health  care  services  has  become  the 
focus  of  attention  of  governments  and  health  care  economists.  Because  of  the 
cost  of  the  health  care  system,  both  patients  and  fee-for-service  providers  have 
been  blamed  for  excessive  use  of  the  system.  In  the  present  system,  individu- 
als have  the  option  of  directly  paying  for  only  a  small  proportion  of  health  care 
services.  Annual  provincial  government  expenditures  currently  average  more 
than  $1,300  per  capita/per  year  in  Alberta. 


All  residents  of  Alberta  are  eligible  to  be  covered  by  the  Alberta  Health 
Care  Insurance  Plan  (AHCIP),  but  the  plan  does  not  allow  great  flexibility 
with  respect  to  coverage  of  treatments  and  treaters.  Although  AHCIP  is  not 
an  ''insurance"  program  in  the  usual  sense  of  the  word,  premiums  do  raise 
more  than  $250  million,  or  about  27  per  cent  of  the  more  than  $980  million 
expenditure  for  health  care  insurance  on  a  user-pay  basis.  Basically,  this  is  a 
social  program. 

Only  two  provinces,  Alberta  and  British  Columbia,  continue  to  have 
premiums  as  part  of  their  provincial  health  care  insurance  program.  It  is  not 
well  known  that  residents  of  Alberta  are  not  to  be  denied  health  care  if  their 
premiums  are  not  paid.  Health  care  services,  which  fall  under  the  Canada 
Health  Act,  must  be  provided  to  all  bona  fide  residents  of  Alberta.  If  an 
individual  does  not  have  a  current  AHCIP  number  and  card,  a  simple 
declaration  that  they  are  a  resident  of  Alberta  and  the  completion  of  a 
Registration/Registry  Confirmation  form  should  be  sufficient  to  allow  them 
to  receive  the  service  and  the  practitioner  to  be  paid  for  the  service.  However, 
in  reality  the  absence  of  a  current  AHCIP  number  and  card  does  add  to  the 
difficulty  of  receiving  services  and  practitioners  being  paid. 


"It  is  recommended  that 
health  care  premiums  should 
be  phased  out.  The  general 
revenues  of  the  province 
should  be  used  to  fund  the 
costs  of  the  health  care 
insurance  plan." 
The  Edmonton  Social  Plonning 
Council 
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In  1989,  there  were  a  total  of  3,889  registered  physicians  within 
Alberta:  2,149  general  practitioners,  and  1,680  specialists.  In  addition  to 
physicians,  there  were  1,075  dentists,  332  chiropractors,  220  optometrists, 
21  podiatrists,  and  423  physical  therapists  registered  to  provide  care,  and  be 
paid  in  part  or  in  full  through  the  AHCIP.  In  addition  to  those  able  to  bill  the 
AHCIP  for  services,  a  large  number  of  fee-for-service  health  practitioners  are 
paid  directly  by  patients.  These  include  nurses,  some  surgeons  (particularly 
cosmetic  surgeons),  counsellors  and  psychologists,  occupational  and  speech 
therapists,  most  dentists,  and  others.  Most  of  these  practitioners  are  governed 
by  professional  associations  and  many  have  provincial  legislation  governing 
their  practice. 


"It  is  recommended  that 
private  insurance  companies 
should  lead  the  way  in  health 
care  by  encouraging 
companies  to  provide  wellness 
health  care  for  their 
employees,  which  would 
ensure  improved  health  of 
employees  and  increased 
profits  for  employers." 
P.  Vipond 


Other  alternative  therapists  such  as  naturopaths,  herbalists.  Native 
healers  and  others,  are  relevant  to  improving  Albertans'  health  status  within 
a  system  that  supports  choice  and  personal  responsibility,  and  encourages 
cultural  diversity.  Such  practices  have  been  in  existence  in  Alberta  and 
elsewhere  for  many  years  but  are  not  generally  accepted  within  the  frame- 
work of  traditional  health  care.  Our  public  payment  structure,  in  effect, 
creates  the  impression  of  two  camps:  "legitimate"  health  practitioners  who 
can  bill  the  public  purse;  and  others  who  cannot. 

The  Province  of  Alberta  conforms  fully  with  the  five-program  criteria 
of  the  Canada  Health  Act  —  public  administration,  comprehensiveness, 
universality,  portability,  and  accessibility  —  and  the  Commission  believes  that 
it  should  continue  to  do  so. 


"The  health  care  premium  as 
it  is  now  is  a  tax  that  discrim- 
inates against  low  income 
Albertans. 

"It  is  recommended  that  more 
ought  to  be  done  with  respect 
to  subsidized  premiums." 

Alberta  Teachers  Association 


The  Canada  Health  Act  requires  provinces,  through  their  health  care 
insurance  plans,  to  cover  "all  insured  health  services''  provided  by  hospitals, 
medical  practitioners  or  dentists;  and  similar  or  additional  services  rendered 
by  other  health  care  practitioners  as  determined  by  the  province.  In  so  doing 
the  province  satisfies  the  criterion  respecting  comprehensiveness.  Medically 
required  services  are  those  rendered  by  medical  practitioners  under  the  health 
care  insurance  plan  which,  in  turn,  is  the  plan  established  by  the  law  of  the 
province  to  provide  insured  health  services.  Current  basic  services  under  the 
AHCIP  are  outlined  in  Appendix  XIV  of  Volume  III. 

However,  a  number  of  health  care  services  are  not  covered  under  the 
Canada  Health  Act,  and  are  not  insured  either  by  a  government  insurance 
plan  or  by  third-party  insurance.  Albertans  want  access  through  insurance 
to  many  services  outside  those  covered  by  the  current  government  social 
insurance  program. 
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One  approach  would  be  to  have  the  government,  or  a  private  sector 
insurance  company  with  or  without  the  help  of  government,  develop  a 
supplementary  health  care  insurance  plan  to  cover,  on  a  pooled-risk  but  sound 
actuarial  basis,  a  much  wider  range  of  services  from  approved  providers.  The 
approach  could  be  similar  to  the  vehicle  insurance  industry  —  premiums 
would  be  based  on  extent  of  coverage  wanted,  extent  of  risk  involved,  and 
number  of  individuals  demanding  the  coverage.  Government  could,  as  it  does 
now  with  its  health  care  insurance  program,  choose  to  subsidize  all  or  part  of 
the  premium  cost  for  selected  groups  of  individuals. 

The  supplementary  insurance  program  would  be  demand-driven,  and 
might  be  successful  only  if  a  large  number  of  provider  groups  join  together  to 
offer  a  broad  range  of  coverage  attractive  to  a  large  number  of  Albertans. 

8.0  THEREFORE,  WE  RECOMMEND  that  the  Government  of  Alberta, 
in  consultation  with  health  care  practitioners  and  consumers,  define 
what  it  considers  to  be  basic  insured  services  covered  by  the  Alberta 
Health  Care  Insurance  Plan; 

8.1  that  a  supplementary  health  insurance  plan  for  Albertans 
who  want  the  option  of  additional  services  beyond  the  basics  be 
established;  and 

8.2  that  the  Alberta  Health  Care  Insurance  Plan,  through  either  the 
basic  or  supplementary  plan,  expand  coverage  to  include  approved 
alternate  care  providers  within  the  system  to  improve  the  mix  and 
efficiency  of  services,  and  to  provide  a  range  of  less  costly  services. 

Directions  for  Implementation 

Once  basic  services  have  been  defined,  they  should  be  fully  insured  and 
paid  for  from  the  public  purse  as  stipulated  by  the  Canada  Health  Act,  and 
eligible  under  the  Alberta  Health  Care  Insurance  Plan.  For  example,  the 
government  might  deem  certain  medical  services,  such  as  a  variety  of  office 
visits  to  physicians  for  advice  concerning  cosmetic  problems  —  a  prescription 
for  treatment  of  baldness,  for  instance  —  as  not  insured  under  the  basic  plan; 
whereas  other  services  provided  by  non-physician  practitioners  —  certain 
forms  of  counselling  —  could  be  deemed  part  of  the  basic  plan. 

The  introduction  of  a  supplemental  insurance  program  would  allow  gov- 
ernment to  insure  a  wider  variety  of  health  services  including  those  provided  by 
medical  as  well  as  non-medical  practitioners.  It  also  would  allow  such  services 
to  be  insured  in  part  or  in  whole  by  non-government  third-party  insurers. 


"Currently  the  Government 
does  not  permit  co-insurance 
...This  discourages  the 
utilization  of  cost-effective 
treatment  regimes  not  wholly 
covered  by  AHC." 
Dr.  W.  Foord 
College  of  Chiropractors 
of  Alberta 


Basic  health  services  for 
Albertans  were  listed  in 
the  Alberta  Hospitals  and 
Medical  Care  Annual 
Report  1987-88. 
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The  services  included  in  the  basic  and  supplemental  plans  must  be 
redefined  from  time  to  time  and  publicly  presented  by  the  government  of  the 
day.  This  ensures  that  the  criterion  of  public  accountability  is  fulfilled  regard- 
ing the  expenditure  of  public  monies  for  the  provision  of  health  services  by 
health  practitioners. 


"It  is  recommended  that  if  a 
comprehensive  disability 
insurance  program  is  going 
to  work,  the  equipment  and 
support  services  that  are 
needed  by  a  physically 
disabled  person  to  live 
independently  within  the 
community  have  to  be 
operational,  and  should  be 
subsidized." 

The  Alberta  Rehabilitation 
Council  for  the  Disabled, 
operating  as  The  Easter  Seal 
Ability  Council 


"It  is  recommended  that  we 
should  look  at  supporting 
health  service  innovations  to 
disadvantaged  groups  such 
as  certain  ethnic  groups, 
urban  natives  and  the  poor." 
R.D.  Hamm 


The  government  might  encourage  and  help  various  health  care  practi- 
tioners to  provide  a  practitioner-sponsored,  non-profit  supplemental  health 
services  insurance  plan  for  Albertans.  One  interesting  approach  might  mean 
the  re-introduction  by  a  coalition  of  provider  groups  of  the  Medical  Services 
Incorporated  (MSI)  insurance  scheme.  That  plan  was  put  in  place  by  Alberta 
physicians  as  a  non-profit  plan  in  the  1940s  and  was  in  operation  through  to 
the  late  1960s.  Another  recent  plan  is  the  ''Quikcard''  program  launched  by 
the  non-profit  Alberta  Dental  Service  Corporation  to  provide  dental  coverage 
to  groups  of  two  to  2,000.  A  variety  of  creative  approaches,  in  fact,  would  be 
possible  —  the  number  would  depend  upon  the  choices  of  consumers. 

A  very  good  example  of  the  difficulty  concerning  basic  insured  versus 
uninsured  services  lies  in  the  area  of  disability  insurance  for  non-working 
individuals.  Disability  insurance  can  be  purchased  by  most  fully  employed 
adults,  but  is  not  available  for  technically  "unemployed"  adults,  including 
homemakers.  Nevertheless,  this  group  is  equally  vulnerable  to  involvement 
in  an  accident.  One  in  five  Canadian  adults  had  an  accident  in  1987,  and 
Statistics  Canada  estimates  that  one  in  eight  adults  is  now  disabled  to  some 
degree.  The  probability  that  an  individual  will  suffer  a  disability  rather  than 
death  before  age  40  is  better  than  two-to-one.  Furthermore,  chronic  disabling 
disease  can  afflict  anyone. 

The  problem  is  that  without  third-party  disability  insurance,  a  family  or 
individual  can  be  forced  into  bankruptcy  before  social  insurance  programs 
kick  in  for  home  care  and  community  services.  This  forces  families,  for 
financial  reasons,  to  use  physicians  and  institutional  services  because  they  are 
covered  by  the  provincial  health  program.  The  necessity  for  such  actions 
seems  inconsistent  and  unworthy  of  a  society  that  believes  in  providing 
insurance  for  most  catastrophic  events.  The  rationale  lies  in  providing  the 
greatest  good  to  the  greatest  number. 


This  type  of  problem  could  be  corrected  by  the  introduction  of  a  universal 
disability  insurance  program  supported  in  whole  or  in  part  by  government  social 
insurance.  On  the  other  hand,  direct  payment  based  on  established  need  could 
go  a  long  way  to  correcting  the  problem  —  with  probably  no  additional  costs 
to  the  public  purse  because  of  the  decreased  need  for  institutional  beds. 
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Direct  payment 

No  Albertan  bears  a  serious  cost  burden  because  of  the  costs  of  diag- 
nosing and  treating  illness  or  injury  so  long  as  this  is  provided  through  our 
hospital  and  health  insurance  plans.  The  same  is  not  the  case  for  the  after- 
math of  illness  or  injury.  Coping  with  ongoing  health  needs,  or  accessing  care 
outside  the  current  hospital  and  health  insurance  plans  can  create  stressful 
and  worrisome  situations  for  victims  and  their  families. 

For  some  of  us  who  have  adequate  financial  resources  or  are  covered  by 
comprehensive  disability  insurance,  this  does  not  normally  pose  a  problem 
over  the  short  term.  There  are  an  increasing  number  of  private  insurance 
companies  offering  long-term  disability  insurance  as  employee  benefits,  but 
some  plans  can  be  a  land  mine  of  exclusionary  clauses  for  the  uninitiated,  and 
a  high  risk  venture  for  insurance  companies. 

But  what  about  the  rest  of  us.^  Home  care  alternatives  are  available  for 
those  select  individuals  who  qualify,  are  over  65  years  of  age,  or  in  a  desig- 
nated facility,  and  have  specific  medical  needs  for  a  limited  time.  When  family 
resources,  volunteer  programs,  or  home  care  alternatives  no  longer  work, 
people  either  have  to  enter  institutions  to  get  the  supports  and  services  they 
need,  or  seek  financial  support  through  social  assistance. 

"Jennifer  could  get  a  short-term  income  for  the  severely  handicapped 
payments  if  she  and  Paul  ivere  divorced.  Or,  if  Paul  quit  his  job  and  went  on 
ivelfare,  since  his  income  is  considered  too  hefty  to  ivarrant  government 
help.  Or,  she  could  get  the  full-time  care  she  requires  if  she  gave  up  and 
allowed  herself  to  be  institutionalized.'' 
Calgary  Herald  October  22.  1989 


"It  is  recommended  that  in 
order  to  reduce  the  need  for 
institutional  care  beds,  it  is 
imperative  a  long-term  care 
program  in  the  community  be 
established  to  ensure 
Albertans  with  physical 
disabilities  presently  residing 
in  the  community,  with  the 
help  of  their  familiies,  will  be 
allowed  to  stay  in  the 
community." 

The  Alberta  Rehabilitation 
Council  for  the  Disabled, 
operating  as  The  Easter  Seal 
Ability  Council 


In  order  to  meet  the  criteria  for  social  assistance,  one  must  exhaust  one  s 
savings,  possessions,  and  investments,  and  accept  dependence  on  welfare. 
This  financial  support  is  lessened  when  the  individual  goes  back  to  work  and 
earns  above  a  certain  level  of  income. 


Albertans  don't  want  a  system  that  requires  us  to  go  on  welfare  to 
receive  assistance  for  ongoing  health  supports.  The  Commission  was  told 
that  it  is  wrong  that  one  has  to  be  poor  or  unemployed  in  order  to  justify 
public  expenditure  for  such  ongoing  health  needs.  A  growing  number  of 
older  Albertans,  and  people  with  physical  disabilities,  also  challenge  being 
institutionalized  in  order  to  get  health  supports  when  they  might  be  better 
cared  for  at  home. 
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There  is  a  better  way.  Albertans  have  been  pioneers  in  the  area  of  direct 
payment.  Through  Handicapped  Children's  Services,  our  first  program  of 
direct  payment  estabHshed  in  the  1970s,  the  family  negotiates  a  contract  with 
the  government  to  finance  what  the  family  needs  to  make  it  possible  for  their 
child  to  live  at  home.  This  program  deals  with  direct  payment  for  medically, 
physically,  or  mentally  handicapped  children  in  Alberta.  It  is  not  asset  tested. 
It  has  allocated  funds  for  more  than  4,600  children  in  the  past  15  years,  with 
75  per  cent  of  families  receiving  funds  directly  while  third  parties  handle 
the  remainder. 

This  natural  partnership  between  the  government  and  family  in  provid- 
ing for  our  children  has  not  been  as  easily  extended  to  adults.  We  seem  to  have 
been  reluctant  to  take  the  next  step:  to  recognize  that  adults  with  ongoing 
needs  also  can  negotiate  contracts  to  allow  them  to  live  and  grow  within  their 
communities. 

Yet,  a  number  of  alternatives  currently  exist  with  regard  to  the  concept 
of  a  direct  payment  scheme  for  persons  with  ongoing  special  health  needs. 

—  The  combined  use  of  Assured  Income  for  Severely  Handicapped  and 
Social  Allowance  Programs  fAISH/SAL):  since  April  1989,  has  allocated 
funds  to  nearly  2,000  Albertans.  However,  there  are  restrictions  placed 
on  allowable  income  and  assets.  Some  families  are  forced  into  divorce  or 
liquidation  of  assets  so  the  handicapped  member  can  continue  to  receive 
this  benefit; 

—  Alberta  Health:  Home  Care  Post  Polio  program:  provides  funding  to 
nine  post  polio  respiratory  quadriplegic  patients,  since  April  1989.  The 
Post  Polio  program  and  Handicapped  Children's  Services  —  ideal  mod- 
els which  should  be  extended  to  others  with  special  needs  —  are  set  up 
so  that  the  person  can  receive  services  for  personal/attendant  care, 
remain  employable,  and  not  be  forced  to  live  in  a  designated  facility;  and 

—  Mental  Health  Approved  Home  Operation:  has  been  operational  since 
1972,  and  now  serves  almost  200  clients  who  suffer  chronic  mental  ill- 
ness and  cannot  live  independently  but  do  not  require  institutionalization. 
Clients  receive  funds  through  assured  income  programs  and  social  assis- 
tance and  pay  room  and  board  and  other  living  expenses;  Alberta  Health 
remunerates  home  operators  for  the  support  services  they  provide.  Clients 
live  in  stable  home/family  settings  and  are  involved  in  constructive 
activities.  Some  move  on  to  independent  living  arrangements,  most 
remain  part  of  the  program,  but  few  ever  return  to  institutions;  and 

—  Workers '  Compensation  Board:  provides  total  disability  payments  to 
almost  500  persons  and  additional  partial  benefits  to  more  than  13,000. 
These  payments  are  considered  income  supplements  and  the  person  is 
free  to  spend  the  money  as  required. 


Direct  payment  has  not  only  been  an  extremely  effective  method  of  pro- 
viding more  personalized  services  to  individuals  while  reducing  costs,  it  also 
has  proved  to  be  powerful  in  allowing  people  to  assume  control  and  responsi- 
bility over  their  own  health  care  needs.  However,  the  individuals  who  are 
currently  the  pioneers  of  direct  payment  live  in  fear  of  funding  being  stopped. 


Direct  payment  requires  a  dramatic  rethinking  of  current  service  delivery 
practices;  of  the  roles  of  recipients,  providers,  and  government  administra- 
tors; and  of  our  current  view  of  people  with  chronic  health  and  disabling 
conditions.  The  extension  of  direct  payment  approaches  could  have  an  impact 
in  a  number  of  ways.  It  would  provide  a  means  for  the  coordination  of 
government  funding  of  various  programs  into  a  single,  more  easily  handled 
contract.  Secondly,  direct  payment  could  provide  a  new  funding  alternative 
for  community  development  that  would  foster  a  responsive  and  flexible 
resource  base  so  that  people  and  their  families  would  have  options  and 
choices.  People  could  purchase  ongoing  services  from  the  volunteer,  private, 
government,  or  self-help  sectors,  for  example,  with  respect  to  home  care  and 
long-term  care  facilities. 

Direct  payment  also  could  have  a  profound  positive  effect  on  the  opera- 
tion of  Home  Cares  current  program  by  opening  the  door  to  options  and 
competition  in  the  community  care  sector.  Rather  than  tendering  individuals 
to  agencies,  the  individual  could  be  given  a  voucher  or  funds  directly,  and 
allowed  to  choose  the  most  appropriate  service  and  provider. 


"Family  empowerment  should 
be  stressed;  and  examination 
of  the  family's  burden,  feel- 
ings and  situation  should  be 
made.  The  family  should  be 
ta  ug  ht  a  bout  the  resou  rces  i  n 
the  community,  management 
techniques  with  the  elderly 
and  be  provided  counselling. 
Value  judgements  should  be 
avoided,  although  community 
care  is  most  often  preferable 
—  each  family's  case  must  be 
examined  individually." 
The  Registered  Psychiatric 
Nurses'  Association  of 
Alberta 


In  long-term  care  facilities,  direct  payment  would  extend  the  current 
trends  toward  funding  people  according  to  their  specific  needs.  Long-term 
care  operators  told  the  Commission  they  wanted  to  become  more  a  part  of 
their  communities  to  respond  to  local  needs.  Direct  payment  would  allow 
them  to  do  so.  These  operators  would  receive  part  of  their  budget  from  the 
Health  Authority;  the  balance  coming  through  meeting  the  unic]ue  needs  of 
those  residents  who  require  services  that  the  community  has  developed. 

But  there  are  cautions.  People  cannot  be  expected  to  assume  this  major 
responsibility  as  case  managers  without  information  and  support.  A  commu- 
nity care  network  system  is  essential  to  ensure  people  are  not  dumped  into  a 
situation  where  they  have  the  money  but  no  way  to  spend  it  or  no  skills  to 
make  the  best  use  of  their  funds. 


"Serious  consideration  must 
be  given  to  community-based, 
multidisciplined  and  easily 
accessible  clinics  which  serve 
the  health  needs  of  Albertans 
with  greater  utilization  of  both 
medical  and  social  work 
services.  Without  violating 
universality  of  access,  such 
services  might  function  under 
privatized  mandates,  with 
incentives  for  community 
(consumer  or  client)  group 
sponsorship." 
Faculty  of  Social  Welfare, 
University  of  Calgan/ 
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How  do  we  ensure  that  individuals  and  their  families  have  the  resources 
they  need  to  make  the  best  choices  to  cope  with  ongoing  and  changing  needs 
in  a  way  that  provides  both  security  and  the  opportunity  to  remain  independ- 
ent, either  at  home  or  in  institutions?  How  do  we  redeploy  the  resources  that 
will  be  needed  to  ensure  that  patients  are  not  transferred  from  institutions 
without  support,  that  families  do  not  become  captive  to  family  members  who 
have  rising  needs,  or  that  institutions  are  left  without  adequate  resources  to 
serve  their  patients? 

We  cannot  expect  to  serve  all  our  needs  in  institutions,  nor  can  we 
simply  transfer  large  numbers  of  people  from  secure  institutional  services  and 
expect  the  community  to  rally  to  meet  their  needs  without  resources. 

9.0  THEREFORE,  WE  RECOMMEND  that  the  concept  of  personalized 
direct  payment  to  people  with  special  need  for  support  be  applied  to 
current  and  potential  community-based  programs,  so  as  to  help 
reduce  barriers  and  restrictions,  while  encouraging  self-reliance 
and  dignity;  and 

9.1  that  enabling  legislation  and  regulations  for  such  direct  payment  pro- 
grams be  in  place  no  later  than  April  1,  1993. 


Directions  for  Implementation 


"It  is  recommended  that  initial 
priority  be  given  to  the 
development  of  particular 
applications  which  promise  to 
help  build  an  integrated 
province-wide  health 
information  system,  with 
respect  to  rural  and 
community  hospitals 
information  systems." 
Unisys  Canada  Health  Care 
Services  Centre 


Alberta  already  has  some  programs  which  allocate  funds  directly  to  the 
individual.  Unfortunately,  there  are  few  initiatives  like  the  Handicapped 
Childrens  Services  program  which  have  an  official,  regulatory  mandate  to 
provide  service  dollars  to  individuals.  Short-term  solutions  must  be  replaced 
with  long-term,  permanent  healthy  public  policies. 

Consumers  need  to  be  well-informed  and  prepared  to  take  responsibility 
for  their  own  health.  People  in  stress  can  best  use  information  that  is 
practical,  uses  non-technical  language,  and  is  presented  by  an  individual  with 
whom  they  can  identify. 
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Health  Authorities  should  establish  Standing  Committees  on  Direct 
Payment  to  ensure  acceptance.  Direct  payment  policy  must  ensure  that  public 
funds  are  distributed  and  managed  in  at  least  as  an  effective,  efficient  and 
accountable  manner  as  at  present.  To  provide  a  mechanism  for  the  ongoing 
review  of  the  direct  payment  policy,  we  suggest  that  these  Standing  Commit- 
tees comprise  consumers  who  use  direct  payment,  government  officials, 
administrative  representatives  of  AISH/SAL,  home  care  officials,  represent- 
atives of  Handicapped  Children's  Services,  government  and  community  staff 
who  are  familiar  with  the  day-to-day  operation  of  direct  payment,  and  others 
with  specific  interest  or  expertise.  The  committees  would  work  closely  with 
appropriate  provider  groups. 

The  functions  of  the  Standing  Committees  would  include  establishing 
accountability  procedures;  developing  provincial  health  service  brokerage 
standards;  costing  methods  for  direct  payment;  and  providing  cost  compari- 
sons between  previous  approaches  and  direct  payment,  and  between  alterna- 
tives within  the  direct  payment  approach. 


As  well,  courses  and  programs  need  to  be  developed  and  implemented 
along  the  lines  of  the  courses  run  at  the  University  of  Calgary  to  train  health 
services  brokers  in  providing  support  for  persons  and  families  who  need 
assistance  in  acquiring  funds  and  services.  Mechanisms  should  be  devised  to 
provide  these  brokers  with  equitable  salaries,  rather  than  a  percentage  of  the 
direct  payment  budget  for  services.  Licensing  standards  could  be  developed 
for  non-profit  brokerage  agencies  by  appropriate  government  departments, 
consumers,  and  Health  Authority  representatives.  Attendant  regulations 
must  be  in  place  no  later  than  April  1,  1993. 


"It  is  absolutely  essential  that 
any  government  in  Alberta 
develop  a  wide  range  of 
practical  community 
services  making  use  of  skilled 
trans-disciplinary 
professionals  that  can  func- 
tion virtually  on  their  own 
in  a  wide  range  of  commu- 
nities and  in  relation  to  a 
wide  range  of  need." 
R.I.  Brown 
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IT  CAN  WORK  FOR  ALL  OF  US 


Clearly  the  Commission  supports  the  aspirations  of  Albertans  to  be 
independent  and  to  have  more  control  over  decisions  regarding  health  and 
health  care  needs.  When  we  accept  personal  responsibility  for  our  actions,  we 
also  expect  that  we  will  be  held  accountable  for  the  choices  we  make.  This 
chapter  acknowledges  the  rights  of  all  of  us,  and  recommends  certain  direc- 
tions that  will  increase  our  power  and  control  through  increased  knowledge 
and  authority. 

Albertans  will  need  something  or  someone  to  coordinate  the  services 
available  to  us  in  our  communities.  We  need  a  contact  to  direct  us  to  the 
appropriate  services,  practitioners,  and  facilities.  We  need  an  information 
resource  to  answer  our  questions  so  that  we  are  not  lost  in  the  system  —  not  to 
replace  our  own  personal  supports,  but  to  represent  a  new  and  challenging 
way  to  support  community-based  services  and  long-term  care.  We  have 
chosen  to  call  this  the  community  care  network. 

The  concept  of  local  involvement  in  health  care  services  centres  around 
the  Commissions  recommendation  for  the  establishment  of  local  Health 
Authorities,  discussed  in  detail  in  the  next  chapter.  Within  these  Health 
Authorities,  we  envision  one  or  more  community  care  networks. 


"One  possible  outcome 
might  be  a  new  kind  of 
community  health  centre 
with  'one-stop-shopping' 
in  convenient  locations 
having  more  flexible  hours 
to  better  serve  the  public." 
Heart  Health  Task  Committee: 
Alberta  Community  Health 
Directors 


We  envision  a  new  level  of  trust  and  commitment  to  Albertans  as 
government  returns  responsibility  and  accountability  to  us  for  disbursing  and 
managing  our  health  care  funds.  All  of  us  will  have  access  to  the  type  and 
level  of  care  we  need  through  personal  portable  funding  and  direct  payment 
approaches,  helped  as  necessary  by  community  care  networks. 

We  envision  hospitals  dedicated  to  those  of  us  whose  health  needs 
cannot  be  met  through  the  community.  This  means  that  the  sickest  people, 
with  the  most  complex  illnesses,  would  be  the  ones  hospitalized,  and  only  for 
the  shortest  length  of  time  possible. 


The  ideal  for  the  patient  within  the  hospital  setting  was  described  to  the 
Commission,  and  accepted  as  the  epitome  of  our  expectations  of  the  system, 
and  the  systems  responsiveness  to  the  needs  of  the  patient. 
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Let  the  patient  speak: 


"Ideally,  ivhen  lam  admitted  to  a  hospital,  lam  taken  to  a  bed  and  a  room 
where  my  privacy  is  respected  as  much  as  possible  at  all  times.  I  have  not 
had  to  wait  weeks  or  months  to  have  surgery.  I  am  kept  informed  about 
what  is  happening  or  being  planned  for  me.  My  health  history  is  on  my 
personal  "smart  card''  and  eliminates  a  lot  of  questions  and  tests.  Hospital 
workers  talk  to  one  another,  share  information,  and  update  my  card. 

"When  I  require  procedures,  they  will  be  explained  to  me  and  options  ivill  be 
discussed.  Whenever  possible,  if  I  choose,  I  will  be  shown  a  videotape  of  the 
procedure  being  done  so  I  may  ask  questions  and  obtain  answers.  A  family 
member  may  accompany  me  to  the  operating  or  procedures  room,  espe- 
cially if  I  am  a  child.  My  family  may  choose  to  watch  ivhat  happens  on  a 
video  monitor  and  a  resource/ liaison  nurse  will  be  available  to  explain 
things,  especially  if  emergencies  occur  during  the  procedure. 

"When  lam  well  enough,  livill  be  supported  in  taking  care  of  myself .  For 
instance,  I  self-administer  pain  killers  (if  necessary)  and  medication  from  a 
daily  stock  at  my  bedside,  just  as  they  would  be  if  I  were  at  home.  As  soon  as 
possible,  after  my  operation,  I  will  be  able  to  return  home  with  the  support 
of  appropriate  home  care  arranged  easily  and  quickly  by  the  hospital 
through  the  community  care  network. 

"If  I  am  dying,  I  have  the  choice  of  doing  so  at  home  with  appropriate 
support,  or  in  a  palliative  care  centre  or  hospice,  again  ivith  those  supports  I 
require.  My  willingness  to  take  risks  is  respected  by  my  family  and  my  health 
care  providers." 

In  other  words,  at  all  times  when  we  are  not  healthy,  we  will  be  treated 
with  respect  and  dignity  by  those  serving  us  from  within  the  health  care 
system. 

Given  this  vision,  the  Commission  acknowledges  that  both  consumers 
and  providers  —  and  the  systems  within  which  care  is  required  and  care  is 
given  —  will  need  assistance  to  achieve  the  ideal.  The  health  care  system  in 
Alberta  is  very  good... it  has  the  potential  to  be  much  better. 


Often  there  is  a  gap  between  what  we  need  and  what  organizations  and 
those  close  to  us  can  provide.  Sometimes  how  others  help  us  meet  our  needs  is 
counter-productive.  For  example,  having  to  move  into  a  nursing  home  because 
we  can  no  longer  cook  and  clean  may  make  us  more  dependent  on  others  than 
we  need  to  be.  Many  times,  the  options  presented  to  us  are  inappropriate  or 
inflexible.  It  is  all  or  nothing,  even  though  all  we  need  is  a  little  help. 

Those  working  in  health  organizations  can  be  frustrated  as  well.  The 
limitations  of  funding,  the  processes  used  to  make  decisions,  or  the  structure 
of  their  organization  may  limit  how  they  can  serve  their  clients.  If  we  are  to 
meet  the  challenges  of  the  future,  we  must  foster  creativity  and  commitment 
among  our  health  care  workers  by  encouraging  and  rewarding  the  ingredients 
of  innovation. 

Everyone  is  acting  with  the  best  of  intentions.  We  are  all  doing  our  best. 
Yet  somehow,  the  balance  in  the  health  system  is  not  quite  right... somehow 
our  expectations  are  not  being  met  as  appropriately  as  we  know  they  could  be. 

The  directions  recommended  in  the  next  chapter  —  The  System: 
Achieving  a  Balance  —  were  developed  to  align  our  health  care  services 
and  facilities  more  directly  with  our  expectations.  With  commitment  from  all 
the  major  stakeholders,  including  government,  the  system  can  be  redesigned 
and  streamlined.  The  focus  can  be  redirected  and  returned  to  people  —  the 
real  focus. 


CHAPTER  THREE 


THE  SYSTEM: 
ACHIEVING     A  BALANCE 


BEYOND  THE  STATUS  QUO 

The  Commission  recognizes 
that  it  is  all  very  well  to  suggest  that  all  of  us  want 
control  and  responsibility  for  our  health ...  we  want 
to  be  partners  with  providers  in  making  decisions 
about  our  health  futures.  But,  the  Commission 
also  recognizes  that  all  of  us  are  most  vulnerable 
when  we  become  some  of  us . . .  when  we  are  unwell, 
when  something  hurts  and  we  don't  understand 
why,  when  we're  frightened  about  our  own  human- 
ity, when  we're  afraid  we  might  die.  In  truth,  when 
that  happens,  we  don't  care  who  is  in  control  and 
responsible  as  long  as  somebody  with  competence 
and  compassion  is... it  doesn't  matter  who  makes 
the  decisions,  as  long  as  someone  with  compe- 
tence and  compassion  makes  the  right  ones  for  us.  93 


"Health  service  delivet7 
(should  be  restructured 
based  on)  a  commitment  to 
balancing  provincial 
education  and  research 
emphasis  and  resource 
allocations  to  reflect  an 
equal  emphasis  on  the 
social,  environmental, 
psychological,  spiritual, 
and  physiological  aspects  of 
health,  injury  and  illness." 
Faculty  of  Social  Welfare, 
University  of  Calgary 


Fortunately,  in  Alberta  and  in  the  rest  of  Canada,  we  have  access  to  the 
competent  care  we  need  when  we  need  it.  It  doesn't  matter  if  we  don't  have 
enough  money  or  up-to-date  insurance  coverage,  the  doors  to  care  will  not  be 
closed  on  us.  Both  the  facilities  and  the  providers  are  there  for  us ...  to  give  us 
comfort  and  to  make  us  better,  if  they  can.  When  we  need  help,  we  get  it  from 
those  who  are  trained  to  give  it. 

Certainly,  one  of  the  major  challenges  facing  the  Commission  was 
determining  the  changes  that  would  most  appropriately  make  the  health  care 
system  even  more  responsive  to  the  needs  and  expectations  of  Albertans  in  a 
fiscally  responsible  manner.  It  was  necessary  for  us  to  achieve  a  balance 
between  the  quality  and  quantity  of  health  care  services  available  to  all  of 
us... to  set  our  sights  on  ideals  and  translate  them  into  that  which  is  realistic 
and  achievable. 


The  future  of  our  heolth 
care  system  must  be  a 
collaborative  team  approach. 
Government,  health  care 
practitioners,  administrators 
and  consumers  must  find 
better  ways  of  working 
together  and  identifying 
and  solving  the  health  care 
needs  of  each  unique 
community." 

Staff  Nurses  Association  of 
Alberta 


Quality  health  care  goes  beyond  technical  care  and  capability.  It  encom- 
passes a  more  direct,  interpersonal  partnership  between  people  —  both 
providers  and  patients;  a  continuity  of  care  among  complementary  providers; 
an  integration  of  skills  among  practitioners  and  institutions;  and  careful,  wise 
management  of  resources  with  greater  involvement  and  accountability  at  the 
local  level.  Quality  care  has  people  as  its  focus.  Quality  care  means  providing 
services  in  a  caring  and  responsive  manner. 

The  Commission  acknowledges  that  change  will  take  time,  and  requires 
commitment  and  cooperation  among  people  involved  in  all  aspects  of  the 
health  and  health  care  systems.  Success  will  be  achieved  through  appropriate 
priority  setting  and  progress  evaluation;  sufficient  and  predictable  funding; 
joint  efforts  among  public,  volunteer  and  private  sectors;  and  openness  and 
objectivity  among  stakeholders. 


We  must  recognize  that  the  health  care  domain  is  a  special  and  different 
environment.  Health  care  is  big  business  —  it  is  a  major  commercial  and 
employment  factor  within  Alberta's  economic  picture.  Our  physicians,  nurses, 
and  other  health  care  practitioners  provide  services  and  institutions  house 
facilities  and  training  programs  for  which  they  are  all  duly  compensated. 
What  separates  their  work  from  other  commercial  transactions  is  that  they 
have  a  responsibility  for  the  health,  well-being  and  very  lives  of  those  of  us 
who  pay  for  their  services.  The  level  of  trust  we  have  in  our  health  care 
providers  requires  that  self-interest  not  be  their  primary  motive  —  indeed, 
this  is  part  of  their  professional  ethic  —  and  that  they  avoid  conflict  between 
their  interests  and  our  own,  and  among  each  other. 
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The  burden  of  care  —  whether  placed  on  providers,  poHticians  or 
bureaucracies  —  is  a  heavy  one.  It  encompasses  an  ethical  obligation  to 
provide  services  in  a  humane,  competent  and  efficient  manner;  to  ensure 
equitable  access  to  appropriate  facilities  and  programs;  to  carry  out  medical 
procedures  safely  within  rigorous  standards  of  effectiveness;  and  to  protect 
and  respect  the  rights  and  the  dignity  of  the  patient.  Within  this  context, 
health  care  providers  and  administrators  are  expected  to  manage  resources 
responsibly,  economically  and  efficiently. 

Before  elaborating  on  the  directions  that  the  Commission  feels  will  lead 
to  our  vision  of  balance  between  quality  care  and  quantity  of  health  care 
services,  we  think  it  appropriate  to  present  some  detail  on  the  system. 
Albertans  must  understand  the  magnitude  of  the  health  care  system  —  the 
number  of  facilities  and  providers,  the  costs  of  operating  the  system,  the 
sources  of  funding,  and  some  of  the  difficulties  inherent  in  such  a  complex 
system. 


"It  is  recommended  that  the 
provincial  government 
specifically  encourage  health 
care  institutions  to  adopt 
practices  which  will  enhance 
an  ethical  approach  to  the 
allocation  of  resources,  such 
as  information  sharing  and 
two  way  communication 
among  boards,  management, 
and  professional  employees." 
Grey  Nuns  of  Alberta 


"I  suggest  that  the 
Government  should  launch  a 
long  term  public  relations 
program  aimed  at  informing 
Albertans  of  the  total  cost 
and  breakdown  of  medicare 
so  that  they  may  make  an 
intelligent  decision  when 
called  upon  to  do  so." 
Ralph  N.  McManus 


I 


I 
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"Nowhere  else  in  Europe  or 
the  U.S.A.  have  I  seen 
such  a  consistently  high 
quality  of  hospital 
facilities. ..some  people  have 
stated  that  all  these 
hospitals  were  politically 
built'.  This  is  at  best  a 
mischievous  and/or 
erroneous  assumption.  To 
have  good  facilities  is  a 
blessing  whether  in  a 
large  or  small  community... 
The  fact  is  the  facilities 
are  there,  they  are  good, 
they  should  be  used  to  the 
best  advantage." 
Dr.  Patrick  Crowley 


Good,  better,  best 

The  Canadian  health  care  system  is  considered  among  the  best  in  the 
world.  Indeed,  in  a  1989  three-country  comparison  study  conducted  by  the 
United  States,  the  satisfaction  level  with  the  system  among  Canadians  —  56 
per  cent  believe  it  "works  pretty  well"  —  is  considerably  higher  than  in  either 
the  United  States  or  Great  Britain  —  reported  at  10  per  cent  and  27  per  cent, 
respectively.  Canadians  also  expressed  higher  satisfaction  with  hospitaliza- 
tion and  physician  visits  in  the  previous  12  months  —  71  per  cent  and  73  per 
cent  were  very  satisfied,  compared  to  57  per  cent  and  54  per  cent  among 
Americans,  and  67  per  cent  and  63  per  cent  among  Britons. 

The  Public's  Overall  View  of  Health  Care  Systems 


U.S. 

Canada 

U.K. 

On  the  whole  the  health  care  system  works  pretty  well,  and  only  minor  changes 

are  necessary  to  make  it  better 

10% 

56% 

27% 

There  ore  some  good  things  in  our  health  care  system,  but  fundamental  changes 

are  needed  to  make  it  work  better 

60 

38 

52 

Our  health  care  system  has  so  much  wrong  with  it  that  we  need  to  completely 
rebuild  it 
Not  sure 

29 
1 

5 
1 

17 
4 

Satisfaction  With  Medical  Care 

Hospitalization*  U.S.  Canada  U.K. 

Very  satisfied  57%  71%  67% 

Somewhat  satisfied  28  18  22 

Somewhat  dissatisfied  7  5  8 

Ven/  dissatisfied  8  5  2 

Not  sure  0  1  _  1 

Visit  to  physician* 

Very  satisfied  54%  73%  63% 

Somewhat  satisfied  32  21  26 

Somewhat  dissatisfied  7  4  7 

Ven/  dissatisfied  6  2  3 

Not  sure  0  0  0 

*Asked  only  of  those  who  reported  hospitalization  or  visit  to  physician  in  the  post  twelve  months. 


Source:  Harvard  School  of  Public  hiealth  —  Louis  Horns  and  Associates.  Spring,  1988  Poll  for  the  Baxter  Foundation 


A  recent  public  opinion  poll  conducted  in  Alberta  supports  these  find- 
ings, and  shows  80  per  cent  of  Albertans  rate  the  health  care  system  as 
excellent  or  good. 


96 


While  our  facilities  of  acute  care  are  exceptional,  national  and  provin- 
cial health  promotion  and  illness/injury  prevention  programs  are  highly- 
regarded  and  gaining  more  attention,  but  considered  average  among  developed 
countries.  Promotion  and  prevention  programs  are  achieving  more  promi- 
nent status  in  most  jurisdictions  —  the  thrust  being  toward  healthier  lifestyles 
and  individual  responsibility  —  but,  realistically,  funding  for  treatment  and 
services  will  always  take  precedence.  Alberta  spends  as  much  or  more  than 
any  other  province  on  health  promotion  and  illness/injury  prevention,  and  we 
receive  remarkably  fine  services  from  our  community  and  public  health 
programs. 

The  Commission  acknowledges  that,  by  and  large,  there  has  been  a 
strong  commitment  by  government  and  society  to  put  in  place  programs  and 
systems  helpful  to  and  supportive  of  Albertans.  Our  attitude  over  the  decades 
toward  social  justice  as  it  relates  to  the  ill  has  been  exemplary.  Almost  since  its 
inauguration  as  a  province,  Alberta  has  been  governed  by  political  parties 
dedicated  to  free  enterprise,  who  have  managed  to  balance  their  economic 
pursuit  with  a  sense  of  obligation  and  genuine  concern  for  taking  care  of  and 
supporting  those  who,  for  a  variety  of  reasons,  could  not  do  so  for  themselves. 

In  spite  of  the  overall  excellence  of  our  system  to  care  for  the  sick  which 
is  the  envy  of  many  throughout  the  world,  there  is  an  appearance  of  the 
system  having  grown  like  'Topsy'  —  institutions  of  care  dot  the  province, 
having  been  built  out  of  real  and  perceived  needs;  and  programs  having  been 
added  to  programs,  often  more  in  a  reactive  fashion  than  in  a  well-planned, 
forward-thinking  manner.  We  accept  that  facilities,  services  and  programs 
exist.  Ways  must  be  sought  to  increase  effectiveness,  relevance  and  coordination. 

Matters  of  health  policy  are  addressed  by  a  wide  variety  of  commissions, 
committees,  task  forces,  and  councils.  Some  function  on  an  ongoing  basis; 
others  take  on  specific  tasks  for  a  term.  Currently,  there  are  a  number  of 
boards  and  councils  advisory  to  the  Minister  of  Alberta  Health  on  specific 
aspects.  These  include  the  Public  Health  Advisory  and  Appeal  Board,  the 
Provincial  Mental  Health  Advisory  Council,  the  Occupational  Health  and 
Safety  Council,  the  Provincial  Advisory  Committee  on  Suicide  Prevention, 
the  Alberta  Health  Facilities  Review  Committee,  and  the  Advisory  Commit- 
tee on  the  Utilization  of  Medical  Services  which  has  recently  reported.  There 
also  are  special  committees  and  councils  advising  the  government,  including 
the  Premier  s  Council  on  the  Status  of  Persons  with  Disabilities  and  this 
Commission.  In  addition,  numerous  interdepartmental,  and  intergovernmental 
committees  and  task  forces  exist,  or  are  established  from  time  to  time  to 
assess  and  coordinate  activities. 


"Changes  in  how  we 
manage  our  work  and 
social  activities  and  the 
environment  in  which  we 
work  may  be  significantly 
greater  in  the  improvement 
of  our  health  than  direct 
medical  contribution  or 
intervention." 
Lutheran  Voluntary  Health 
Care  Agencies 


"There  is  a  need  for 
leadership  in  society,  in 
government  and  in  the 
medical  profession  in 
planning  health  care 
policies.  Unfortunately, 
nobody  seems  able,  in 
isolation,  to  meet  the 
challenge." 
Dn  M.  Watanabe 


"It  is  recommended  that 
more  statistical  data  on  a 
provincial  wide  basis  is 
required  to  assist  in 
long-range  planning  of  an 
efficient  medicare  service 
for  Albertans." 
Alberta  Association  of 
Municipal  Districts  and 
Counties 


"There  is  a  lack  of 
coordinated  planning 
between  bodies  responsible 
for  the  health  service 
continuum  due  to  problems 
associated  with  split 
jurisdictions." 
The  City  of  Edmonton 
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There  is  resistance  to 
change,  stemming  primarily 
from  the  hospital 
establishment  who  fear  loss 
of  jobs  and  status,  but  also 
from  the  general  public,  who 
do  not  understand  how  these 
changes  will  improve  their 
health  care  and  are  worried 
that  this  is  yet  another 
cutback." 

Calgan/  Chamber  of  Commerce 


Treatment  and  care  facilities 

The  system,  as  it  currently  exists,  is  highly  centralized  and  remarkably 
decentralized  at  the  same  time.  As  of  March  1988,  Alberta  had  125  active 
treatment  hospitals,  46  auxiliary  hospitals,  two  mental  health  hospitals,  and 
91  nursing  homes  —  most  with  independent  boards.  Included  are  two  federal 
general  hospitals,  located  at  Cardston  Blood  Indian  Reserve  and  Medley 
Canadian  Forces  Base  at  Cold  Lake.  A  map  indicating  locations  of  all  hospitals 
is  included  in  Appendix  XVI  in  Volume  III. 

There  are  six  mental  health  regions  which  operate  more  than  50  mental 
health  clinics  throughout  the  province,  with  Regional  Mental  Health  Coun- 
cils advising  the  provincial  Mental  Health  Advisory  Council.  In  the  area  of 
public  health,  there  are  27  autonomous  health  units,  each  governed  by  a 
board.  Currently,  there  are  128  Family  and  Community  Support  Services 
(FCSS)  boards  which  facilitate  coordination  and  consultation  of  a  variety  of 
locally  identified  promotion  and  prevention  programs  to  more  than  80  per 
cent  of  Albertans. 


Bed  Capacity 

1-24  beds: 
25-49  beds: 
50-99  beds: 
100-299  beds: 
300  and  more  beds: 


Number  of 
hospitals 


According  to  the  last  available  Alberta  Health  annual  report  (1987-88), 
those  125  hospitals  operate  13J25  adult  and  child  beds  (including  879 
long-term  care  beds)  providing  Albertans  with  one  of  the  highest  ratios  of 
beds  per  1,000  population  in  Canada.  The  46  auxiliary  hospitals  were  approved 
to  accommodate  4,287  beds;  the  two  mental  health  hospitals,  1,072  beds;  and 
the  91  nursing  homes,  7,914  beds.  Within  the  acute  care  public  general 
hospital  system  in  Alberta,  hospitals  range  in  size  from  nine  acute  care  beds 
and  two  bassinets  in  Cereal  in  southeastern  Alberta,  population  less  than 
300,  to  1,040  acute  care  beds  and  100  bassinets  at  the  University  of  Alberta 
Hospitals  in  Edmonton,  population  more  than  half  a  million  and  rising. 


Hospitals  have  different  government  classifications  according  to  whether 
they  provide  all  or  a  mix  of  services: 


—  Primary  I  general  care  hospitals  include  most  of  our  rural  hospitals 
which  provide  routine  obstetrics,  medicine,  some  general  surgery  and 
emergency  care,  for  example,  but  do  not  require  specialized  equipment 
or  the  skills  of  specialists; 

—  Secondary  I  general  and  specialty  care  hospitals  include  regional  and 
most  city  hospitals  which  handle  the  majority  of  medical  problems  and 
accept  referrals  from  general  community-based  hospitals  in  such  areas 
as  orthopedics,  medicine,  most  general  surgery,  urology,  obstetrics, 
ear/nose/throat  surgery,  radiology,  pathology,  pediatrics,  and  ophthal- 
mology; and 
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—  Tertiary/ specialized  active  care  hospitals  include  major  urban  medical 
and  referral  centres  like  the  University  of  Alberta  Hospitals  and  the 
Glenrose  Rehabilitation  Hospital  in  Edmonton,  and  the  Foothills  Pro- 
vincial General  Hospital  and  the  Alberta  Children's  Hospital  in  Calgary, 
plus  the  facilities  of  the  Alberta  Cancer  Board  in  Edmonton  and  Calgary. 
They  often  are  associated  with  high  technology,  research  and  innovative 
procedures,  teaching  and  training,  specialized  care  such  as  cancer  treat- 
ment, and  sub-specialty  pediatric  care,  to  name  a  few  of  the  services 
provided. 

The  providers 

The  health  care  field  is  a  large  employer,  both  nationally  and  provin- 
cially.  Nursing,  in  fact,  is  the  largest  profession  in  Canada.  In  Alberta,  it  is 
safe  to  say  that  approximately  55,000  people  are  registered  and  practising  in 
the  health  care  professions.  Equally  as  many  are  employed  to  provide  support 
services  to  health  care  institutions  and  professional  establishments.  The 
Alberta  Health  and  Social  Services  Disciplines  Committee  prepares  an  annual 
summary  of  health  and  social  service  manpower  based  on  two  criteria  —  only 
occupations  with  professional  legislation  and/or  formal  training  programs  in 
Alberta  or  by  agreement  are  included.  In  1987,  53,784  people  were  active  in 
35  health  professions,  21  professions  were  regulated  by  legislation,  and  93 
health  disciplines  training  programs  were  offered. 

While  manpower  shortages  exist  in  some  health  and  health  care  fields 
and  there  are  surpluses  in  others.  Alberta's  supply  of  providers,  by  and  large, 
is  as  good  or  better  than  most  other  provinces.  The  majority  of  our  care 
professionals  are  educated  in  more  than  90  health  and  social  service  programs 
at  the  provinces  close  to  30  universities,  community  colleges  and  technical 
institutes,  which  also  offer  extensive  continuing  education  courses.  In  some 
specialty  areas,  inter-provincial  agreements  exist  to  accommodate  a  mini- 
mum number  of  students  in  those  programs. 


"The  greatest  problem 
facing  our  system  at 
present  is  the  lack  of  a 
cohesive  plan  for  the 
distribution  of  health  care 
services.  It  is  essential  that 
this  issue  be  addressed 
vigorously  if  we  are  to 
have  reasoned  utilization  of 
resources  for  the  future. 

It  is  recommended  that  it 
will  be  necessary  to 
develop  a  comprehensive 
regional  plan  which  will 
designate  institutions  as 
community  hospitals, 
regional  referral  centres 
and  tertiary  referral 
institutions.  Central  to  this 
designation  will  be 
associated  different  levels  of 
funding." 
E.R.  Smith 


"Under-utilization  of  nurses 
and  other  disciplines  is  a 
short  fall  in  the  current 
health  care  system. 
Doctors,  dentists  and 
chiropractors  control 
access  to  our  health  care 
services." 

Alberta  Association  of 
Registered  Nurses 


I 
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Health  Manpower  in  Alberta,  1987 


Number  of 
Registered/ 
Practising 
Personnel 

Personnel 
to 

Population 
Ratio 

Regulated 
by 

Number  of 
Training 

PronrnmQ 
r  1  uui  uii  i3 

Number  of 

(\rnf\i  intoc 

Audiologists  and  Speech  Pathologists 

346 

1 :6,879 

2 

30 

Biomedical  Engineers 

17 

1:140,012 

3 

2 

Chiropractors 

312 

1 :7,629 

X 

- 

- 

Combined  Laboraton/  and  X-Ray  Technicians     31 1 

1:7,653 

1 

15 

Community  Health  Representatives 

40 

1:59,505 

1 

15 

Dental  Assistants 

2,032 

1:1,171 

X 

3 

153 

Dental  Hygienists 

645 

1 :3,690 

X 

1 

39 

Dental  Technicians 

177 

1:13,447 

X 

1 

15 

Dentists 

1,276 

1:1,865 

X 

1 

42 

Denturists 

201 

1:1 1,842 

X 

1 

14 

Dietary  Technicians 

261 

1:9,120 

2 

45 

Dietitians/Nutritionists 

.359 

1:6,630 

X 

3 

36 

Emergency  Medical  Technicians 

1,366 

1:1,742 

X 

4 

352 

Health  Record  Administrators 

149 

1:15,974 

1 

12 

Health  Record  Technicians 

293 

1:8,124 

1 

16 

Medical  Laboraton/  Technologists 

2,294 

1:1,038 

3 

130 

Medical  Radiation  Technologists 

1,074 

1:2,216 

X 

4 

74 

Occupational  Hygiene  Technologists 

113 

1:21,064 

1 

3 

Occupational  Therapists 

348 

1 :6,840 

2 

47 

Ophthalmic  Dispensers 

359 

1 :6,630 

X 

2 

43 

Optometrists 

212 

1:1 1,227 

X 

~^ 

Pharmacists 

1,980 

1:1,202 

X 

1 

77 

Pharmacy  Assistants 

465 

1:5,119 

1 

38 

Physical  Therapists 

1,135 

1 :2,097 

X 

2 

49 

Physicians 

4,005 

1:594 

X 

2 

187 

Podiatnsts 

21 

1:3,343 

X 

Prosthetists  and  Orthotists 

34 

1  ./U,UU6 

Psychiatric  Nurses 

1,018 

1:2,338 

X 

2 

51 

Psychologists 

1,121 

1:2,123 

X 

10 

1 26 

Public  Health  Inspectors 

126 

1:18,890 

X 

Recreational  Therapists 

262 

1:9,085 

1 

24 

Registered  Nurses 

22,034 

1:108 

X 

24 

1,207 

Registered  Nursing  Assistants 

7,414 

1:321 

X 

3 

265 

Rehabilitation  Practitioners 

1,548 

1:1,538 

8 

147 

Respiratory  Therapists 

457 

1:5,208 

X 

2 

51 

Subtotal 

53,805 

93 

3305 

Child  Care  Workers 

1,428 

1:1,667 

3 

71 

Social  Workers 

2,443 

1:974 

X 

6 

380 

Total 

57,676 

102 

3756 

Source:  Health  and  Social  Service  Manpower  in  Alberta,  1987;  Alberta  Health  and  Social  Services  Disciplines  Committee 


The  department 

Under  the  overall  authority  of  Alberta  Health,  the  health  care  system 
operates  within  the  context  of  the  Canada  Health  Act  in  accordance  with 
national  standards.  The  system  is: 

—  universal  and  accessible:  all  Albertans  have  health  care  coverage  and 
equal  access  to  services; 

—  comprehensive:  a  wide  range  of  services  are  insured; 

—  portable:  coverage  is  transferrable  from  province  to  province;  and 

—  publicly  administered:  the  program  operates  on  a  non-profit  basis. 

Additionally,  the  provincial  government  also  plays  a  major  role  in 
funding  and  coordinating  health  care  delivery  at  the  central  level  under  the 
authority  of  a  number  of  provincial  acts,  statutes  and  regulations,  some  of 
which  are  listed  in  Appendix  XV  of  Volume  III.  Health  professions,  for  the 
most  part,  are  regulated  by  provincial  legislation  and  must  meet  provincial 
standards.  Albertans,  therefore,  have  access  to  a  wide  range  of  quality  health 
services  across  the  province. 


It  is  hereby  declared 
that  the  primary  objective 
of  Canadian  health  care 
policy  is  to  protect, 
promote  and  restore  the 
physical  and  mental  well- 
being  of  residents  of 
Canada  and  to  facilitate 
reasonable  access  to 
health  services  without 
financial  or  other 
barriers. 

Canada  Health  Act  (Bill 
C-3  as  passed  by  the 
House  of  Commons,  April 
9,  1984) 


In  1988,  the  department  was  reorganized  from  Hospitals  and  Medical 
Care  and  Community  and  Occupational  Health  to  become  Alberta  Health.  Its 
major  responsibilities  now  include  planning  and  budgeting  for  health  care 
delivery  systems  —  hospitals,  long-term  care  facilities,  home  care, and  ambu- 
lance and  emergency  health  services;  health  promotion  and  illness/injury 
prevention  programs;  community  health  including  public  and  mental  health 
services  and  clinics;  the  administration  of  the  Alberta  Health  Care  Insurance 
Program;  and  research,  policy  development  and  implementation,  and  systems 
technology.  While  planning  and  approval  for  new  hospitals  and  renovations 
still  occur  with  Alberta  Health,  a  great  deal  of  responsibility  and  funding  for 
capital  construction  projects  has  been  transferred  to  Alberta  Public  Works, 
Supply  and  Services. 

The  new  department  has  drafted  mission  and  role  statements  closely 
aligned  with  those  issued  by  the  Commission  for  public  reaction.  The  depart- 
ment sees  itself  as  having  ''a  unique  role  in  the  health  system  —  in  addition  to 
delivering  programs  and  services,  it  has  a  role  to  establish  standards,  fund 
other  groups  to  deliver  services  and  ensure  stewardship  of  resources.  It  plays  a 
key  role  in  facilitating  coordination  and  collaboration. . .and  to  evaluate 
effectiveness  of  health  programs  and  policies." 


"Health  care  legislation  has 
been  heavily  influenced  by 
the  lobbying  efforts  of 
powerful  groups  such  as 
hospital  organizations, 
physician  organizations 
and  medical  industrial 
interests.  There  seems  to 
be  considerably  less 
response  to  input  from  the 
community  level  and 
organizations  of  health 
care  practitioners  other 
than  physicians,  and 
groups  concerned  with  a 
specific  health  care  issue." 
Boyle-McCauley 
Health  Centre 
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"It  is  recommended  that 
there  is  a  need  for  a 
rational  reorganization  of 
Alberta's  antiquated 
system  of  awkwardly 
overlapping  local  health 
service  districts  and  our 
provincial  departmental 
structures  which  have 
developed  over  decades." 
Provincial  Senior  Citizens 
Advisory  Council 

"For  far  too  long  there  has 
been  a  brick  and  mortar 
mentality  regarding  Health 
care  in  Alberta.  Hospitals 
were  built  with  what  seemed 
to  be  little  regard  for  the 
real  health  care  needs  of 
Albertans." 

Alberto  Society  of  the  Friends 
of  Medicare 


Alberta  Health 
1989-90  Budget  Estimates 

(SMillions) 


Active  Care 
57.1% 
$1,702.6 


$236,4  $392,8  $5539 

 Alcohol  and 

Department  Drug  Abuse 

Support  1.0% 
0.7%  $30-6 


$20,0 

Source:  1989-90  Budget  Estimates 


Funding  forces  form 

Despite  provincial  responsibility  for  health  care  services,  the  federal 
government  has  been  involved  in  various  cost-sharing  mechanisms  to  bal- 
ance fiscal  resources  and  provide  an  equitable  level  of  provincial  public 
services  without  excessive  taxes  in  any  given  region.  Origins  of  federal 
contributions  remained  institutionally-based  from  the  1950s  until  the  more 
recent  formula  for  Established  Programs  Financing  (EPF)  was  introduced 
in  the  1980s.  The  original  funding  structure  created  an  incentive  for  prov- 
inces to  build  and  expand  health  service  facilities  —  the  more  hospitals,  the 
more  beds,  the  more  funds.  As  well,  bricks  and  mortar  became  an  attractive 
approach  for  politicians  within  their  constituencies  —  it  is  much  easier  to  put 
a  commemorative  plaque  on  a  building  than  on  a  program.  As  is  the  case  in  a 
number  of  cost-shared  programs,  the  provinces  made  many  capital  commit- 
ments based  on  federal  involvement,  and  continue  to  bear  the  burden  of 
operating  costs  after  the  federal  government  has  pulled  out  of  the  arrangement. 

Provincially,  funding  decisions  are  made  on  past  budget  performance 
with  adjustments  made  for  changing  needs  and  inflation.  New  program 
funding  is  handled  as  a  separate  budget  item.  Alberta  Health  is  currently 
exploring  options  to  move  toward  funding  based  on  the  complexity  of  the 
treatment  provided  to  patients  and  the  number  of  patients  treated. 

The  Advisory  Committee  on  the  Utilization  of  Medical  Services  - 1989, 
has  commented  extensively  on  barriers  to  cost-effective  health  care  in 
Alberta  from  the  perspective  of  the  institutional  funding  system,  and  the 
Commission  is  generally  supportive  of  their  recommendations  (see  Appendix 
IX,  Volume  III). 

The  budget  estimate  for  Alberta  Health  for  1989/90  is  nearly  $3.0 
billion  and  of  this,  $1.7  billion  —  57  per  cent  —  is  for  financial  assistance  to 
active  care  hospital-based  services.  Within  the  budget  for  financial  assistance 
for  active  care,  $859  million  (50  per  cent)  goes  to  major  urban  and  referral 
centres,  $184  million  (10  per  cent)  goes  to  other  referral  centres,  and  $207 
million  (12  per  cent)  goes  to  specialized  active  care  hospitals.  Only  $324 
million  (14  per  cent)  goes  to  community-based  hospitals  with  less  than  100 
beds.  Separate  from  these  figures  are  capital  allocations  for  new  hospitals, 
which  have  decreased  continuously  from  a  high  of  $255  million  in  actual 
expenditures  in  1983/84  to  $149  million  in  1987/88.  If  the  decline  in  capital 
construction  does  not  continue  well  into  the  1990s,  then  the  capacity  of 
government  to  fund  new  —  and  even  existing  —  programs  will  be  seriously 
constrained. 
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Obviously,  we  spend  substantial  dollars  on  our  hospital  system,  with  the 
bulk  of  the  funding  —  72  per  cent  —  going  to  our  larger,  urban  and  referral 
facilities.  But  regardless  of  the  amounts  we  spend,  one  of  the  needs  in  the 
system  is  to  ensure  that  it  is  designed  to,  and  does,  serve  Albertans  in  a  locally 
responsive  and  caring  way. 

The  funding  of  health  care  in  Canada  is  largely  through  social  insurance 
programs.  And  although  our  health  care  expenditure  as  a  percentage  of  our 
gross  domestic  product  when  compared  to  other  developed  countries  is  not 
excessive,  health  care  is  still  expensive.  One  reason  for  this  could  be  analo- 
gous to  the  "lunch  theory"  presented  by  Donald  Savoie  in  his  book.  The 
Politics  of  Public  Spending  in  Canada.  He  argues  that  increased  government 
spending  and  our  inability  to  cut  back  can  be  compared  to  11  people  (the  10 
provinces  and  the  federal  government)  meeting  for  the  first  time  over  lunch. 
A  decision  must  be  made  as  to  whether  they  should  share  one  cheque  or  have 
11  separate  ones.  The  theory  is  that  if  they  decide  on  one  shared  cheque,  they 
will  all  choose  the  more  costly  items,  which  they  would  not  have  done  if  each 
were  paying  individually.  This,  he  argues,  is  why  public  spending  and  federal 
and  provincial  deficits  are  so  high.  Why  not.^  If  Alberta  takes  less,  some  other 
province  will  surely  take  more,  while  we  still  share  in  the  overall  cost. 


Alberta  Budgetary  Revenue 
By  Major  Source,  1989-90  Estimate 


Total  Budgetary  Revenue  -  SI 


Other  Taxes 

Corporate 


Henfoge  Fund 
nvestment  Income 
1 3.0% 

Non-Renewable 
Resource 
Revenue 
25.7% 


Source:  Alberta  Budget  Estimates 


The  Government  of  Alberta  budgetary  expenditure  estimate  for  1989/90 
is  111.7  billion.  Allocations  for  social  programs  are  substantial  —  |3.0  billion 
(25.7  per  cent)  to  health,  $2.6  billion  (22  per  cent)  to  education,  $1.4  billion 
(12.3  per  cent)  to  social  services,  and  $0.12  billion  (1.0  per  cent)  to  environ- 
ment. It  is  agreed  that  provincially-supported  health  care  programs  in  Alberta 
include  the  most  generous  benefits  in  Canada.  About  73  per  cent  of  the  total 
funding  comes  from  the  provincial  government,  20  per  cent  from  the  federal 
government  as  cash  transfers,  and  about  7.0  per  cent  from  premiums  and 
interest. 


Alberta  Budgetary  Expenditure 
By  Major  Function,  1989-90  Estimate 

Total  Budgelai^  Expenditure  -  $11,674  million 


Education 

22.0':. 


Transportation  - 
and  Utilities 

7,0% 


General  Debt 
Government  Servicing 
6,6%  Costs 
7.0% 

—  Protection 
of  Persons 
and  Property 
3.8% 


Ri.--yioiial  Planning 
and  Development 
23% 


Source:  Alberta  Budget  Estimates 
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"Hospitals  should  be  Of  a  total  health  expenditure  of  approximately  |1,900  per  person  in 

financed  on  the  basis  of  Alberta  in  1987,  $1,600  was  for  personal  health  of  which  about  $1,350  (85 

programs  and  performance  per  cent)  came  from  the  public  purse, 
rather  than  process  and 

resource  measurements.  Total  Individual  Health  Expenditures  by  Category 

Hospital  budgets  should  Dollars  per  person  -  Alberta  1975-87 


be  program  (output)  based 
rather  than  our  current 

1975 

1980 

1987(a) 

Total  expense 

567.87 

1003.56 

1898.55 

departmental  (input)  basis." 

Personal  health  core 

497.48 

761.53 

1589.07 

Walter  Braul,  Q.C. 

Institutional  and  related  services 

313.19 

453.73 

916.79 

Hospitals 

245.75 

350.87 

759.02 

Other  institutions 

65.15 

99.88 

139.68 

"A  mechanism  is  needed 

ttome  care 

.98 

.18 

11.01 

where  funding  is  awarded 

Ambulances 

1.31 

2.81 

7.08 

on  the  basis  of  fact  and  not 

Professional  seiA/ices 

126.05 

211.41 

439.06 

opinion.  All  new  health 

Physicians 

85.85 

140.49 

278.07 

programs  must  be  subjected 

Dentists 

32.22 

55.77 

128.05 

lU  UUIcCi  1  Vc;  cVUIUUIIUII 

Other  professionals 

7.97 

15.15 

32.94 

criteria.  Any  agency  which 

Drugs  and  appliances 

58.24 

96.39 

233.22 

is  given  approval  for 

Prescnbed  drugs 

25.01 

39.65 

91.03 

program  or  service 

Non-prescribed  drugs 

22.79 

36.79 

90.92 

implementation  must 

Eyeglasses 

8.45 

12.61 

27.07 

undergo  an  evaluation 

Heanng  aids 

.87 

1.44 

2.00 

program." 

Other  appliances  and  prostheses 

1.12 

5.91 

22.19 

The  Alberta  Chapters  of  the 

Other  health  expenses 

70.39 

242.03 

309.48 

Canadian  College  of  Health 

Prepayment  administration 

4.92 

15.95 

27.76 

SeiA/ice  Executives 

Public  health 

28.57 

56.16 

140.29 

Capital  expenditure 

26.86 

1 39.86 

109.95 

Health  research 

5.09 

10.87 

15.12 

Miscellaneous  health  costs 

4.90 

13.19 

16.35 

(a)  Provisional 

Source:  Health  &  Welfare,  Canada 
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Although  health  care  costs  continue  to  increase,  they  are  not  out  of  line 
with  those  anticipated  by  Emmett  Hall  in  the  early  1960s.  The  real  Canadian 
problem  lies  with  having  to  service  our  national  debt  —  clearly  an  erosion  of 
our  power  and  capacity  to  provide  for  various  social  programs.  While  true  at 
the  national  level,  this  is  becoming  increasingly  so  at  the  provincial  level  as 
well. 

A  major  problem  regarding  funding  is  that,  while  total  health  costs  are 
going  up,  albeit  less  rapidly  in  recent  years,  the  federal  contribution  through 
Established  Programs  Financing  (EPF)  for  health  is  decreasing  (see  Appen- 
dix X,  Established  Programs  Financing,  Volume  III).  EPF  provides  condi- 
tional federal  contributions  toward  the  costs  of  health  and  post-secondary 
education  —  provincial  responsibilities  under  the  Constitution  Act,  1982  — 
through  a  formula  of  cash  transfers  and  tax  credits. 


"Strategies  for  cost 
containment  include 
decentralization  of  programs/ 
services  with  emphasis  on 
less  costly  community-based 
services  such  as  outreach 
clinics  and  home  care." 
Alberta  Cancer  Board 


EPF  Transfers  to  Alberta  —  Cash  and  Tax 
1977/78  to  1990/94 


Year 

$Million 

%change 

Notes 

1977/78 

550 

Block  funding  started 

1978/79 

652 

18.5 

1979/80 

789 

21.0 

1980/81 

944 

19.6 

1981/82 

1117 

18.3 

1982/83 

1167 

4.5 

Revenue  guarantee  eliminated  plus  all  transfers  on  equal/capita  basis 

1983/84 

1280 

9.7 

6%  +  5%  ceiling  on  post  seconder/  transfer  for  83/84  and  84/85; 
revenue  lost  because  base  lowered 

1984/85 

1364 

6.6 

1985/86 

1463 

7.3 

GNP  -  2  Introduced 

1986/87 

1566 

7.0 

1987/88 

1644 

5.0 

1988/89 

1731 

5.3 

1989/90 

1839 

6.2 

1990/91 

1942 

5.6* 

Formula  to  change  from  GNP-2  to  GNP-3 

1991/92 

2023 

4.2 

1992/93 

2094 

3.5 

1993/94 

2162 

3.2 

*Based  on  measures  in  April  1989  budget  wtiich  changes  the  formula  begmning  in  1990/91 
1989/90  figures 
Source:  Federal  Finance 
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"It  is  recommended  that  the 
Premier's  Commission  take 
a  firm  stand  when  dealing 
with  the  federal 
government,  in  order  to 
bring  some  sense  of 
individual  responsibility 
back  into  social  programs." 
W.  Youngs 


The  federal  contribution  through  the  EPF  is  projected  to  decrease  even 
more  under  the  latest  formula  introduced  by  the  federal  government,  to  the 
point  where,  in  fiscal  years  1990/91  and  1991/92,  Alberta's  revenue  from 
EPF  will  be  $60  million  less  than  in  previous  years.  And,  there  is  speculation 
that  cash  and  tax  credit  transfers,  previously  earmarked  as  EPF  funds,  will 
become  an  even  more  obvious  source  for  attacking  the  federal  deficit  than  is 
now  the  case.  This  is  a  rather  strange  twist  on  "he  who  pays  the  piper  calls  the 
tune"  —  without  paying,  the  federal  government  continues  calling,  much  to 
the  aggravation  of  the  provinces  who  have  to  increasingly  "pay  for  the  tune". 


"If  the  Provincial  Government 
wishes  to  maintain  a 
commitment  to  the  Medicare 
principles  of  universality 
and  first-dollar  coverage, 
then  it  will  have  to 
convince  the  Federal 
Government  to  renegotiate 
Established  Programs 
Financing  and  to  share 
more  equitably  in  the  cost 
of  ensuring  quality  health 
care. 


Concerning  revenues  and  expenditures,  federally  and  provincially,  as 
they  relate  to  health  care,  some  observations  are  important.  Federally,  in 
1987/88,  $29.0  billion  was  allocated  to  National  Health  and  Welfare,  of 
which  $6.6  billion  was  transferred  to  provincial  health  services  through  EPF 
arrangements.  The  majority  of  the  balance  went  to  welfare  ($4.4  billion), 
family  allowance  ($2.6  billion),  old  age  security  ($10.2  billion),  and  guaran- 
teed income  supplement  ($3.6  billion).  Thus,  of  total  federal  expenditures  of 
$115  billion,  only  5.7  percent  —  that  $6.6  billion  in  transfers  —  went  directly 
to  health  services  provided  by  the  provinces.  Coincidentally,  that  year  the 
same  amount  budgeted  for  health  and  citizen  assistance  programs  —  $29 
billion  —  was  also  expended  in  interest  on  the  federal  public  debt. 


It  is  recommended  that  the 
Government  of  Alberta 
convince  the  Government  of 
Canada  to  fulfill  its 
responsibility  for  funding 
health  care  by  restoring 
its  contributions  to  a  level 
necessary  to  fulfill  its 
commitment  to  the  Medicare 
scheme." 

Alberta  Medical  Association 
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The  1989/90  estimate  for  Alberta  Health  is  $2,982  billion.  Provincial 
revenue  from  personal  income  tax  is  estimated  to  be  $2,326  billion  and  from 
corporate  income  tax,  $0,650  billion,  for  a  total  of  $2,976  billion.  Thus,  if  all 
revenues  from  personal  and  corporate  tax  in  Alberta  went  to  health,  we  would 
incur  a  $6  million  deficit.  Eveiy  dollar  provided  by  Albertans  through  taxes, 
personal  and  corporate,  would  not  be  enough  to  cover  our  annual  health  budget. 

Federal  and  Provincial  Health  Budgets  as  a  Percentage  of  Total  Budgets  1979-1988 
(annualized  to  calendar  years) 


Budget  for  Health 
(Millions  of  Dollars) 


Total  Budget 
(AAillions  of  Dollars) 


Health  Budget  as  a 
%  of  Total  Budget 
(Percentage) 


Year 

Federal''' 

Provincial' 

FederaF' 

Provincial'"' 

Federal 

Provincial 

1979 

$3,699 

$855 

$49,556 

$3,634 

7.46% 

23.52% 

1980 

$3,934 

$1,058 

$58,211 

$4,192 

6.76% 

25.23% 

1981 

$4,193 

$1,354 

$64,131 

$5,133 

6.54% 

26.37% 

1982 

$4,111 

$1,776 

$73,066 

$6,673 

5.63% 

26.61% 

1983 

$5,188 

$2,005 

$82,701 

$7,530 

6.27% 

26.63% 

1984 

$6,139 

$2,092 

$92,846 

$7,580 

6.61% 

27.60% 

1985 

$6,372 

$2,265 

$97,881 

$8,423 

6.51% 

26.89% 

1986 

$6,562 

$2,493 

$101,372 

$9,057 

6.47% 

27.52% 

1987 

$6,574 

$2,502 

$108,446 

$9,143 

6.06% 

27.37% 

1988 

$6,913 

$2,653 

$113,352 

$9,528 

6.10% 

27.85% 

Sources: 

1.  Public  Accounts  of  Canada.  Figures  show  transfers  under  tfie  Federal-Provincial  Arrangements  and  Established  Programs 
Financing  Act,  1977.  Figures  are  in  current  dollars  and  represent  operating  figures  only. 

2.  Alberta  Health.  Figures  are  operating  estimates  and  ore  in  current  dollars. 

3.  Public  Accounts  of  Canada.  Current  dollars  represented. 

4.  Alberta  Treosury.  Operating  estimates  are  represented  and  in  current  dollars. 


"Government  funding  of 
various  health  services 
has  heavily  influenced 
utilization  and  patterns  of 
care,  sometimes  in  ways 
that  are  extremely 
inefficient. 

The  government  should  look 
for  ways  to  encourage 
innovation  from  the 
professional  providers,  the 
patient/consumers,  and  the 
government  alike." 
Alberta  Association  of 
Optometrists 


In  terms  of  paying  for  health  care  in  Alberta,  one  way  of  expressing  it  is 
to  develop  an  estimate  of  how  much  a  family  of  four  with  one  income  earner 
has  contributed  in  taxes  and  premiums  toward  health  care. 
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"It  is  recommended  that 
there  be  some  consideration 
for  payment  for  lifestyle 
induced  disease  treatment 
as  well  as  tax  breaks  for 
healthy  lifestyle  choices." 
Wetoka  Health  Unit  Board 


Using  this  approach,  in  1980,  a  family  with  an  income  of  $35,000 
contributed  $536  for  government-funded  health  care  programs,  while  one 
with  an  income  of  $50,000  paid  $914.  Let  us  assume  that  both  wage  earners 
received  salary  increases  during  the  next  eight  years.  The  first  family  now 
earns  $50,000  and  pays  $1,932  for  health  care.  The  second  family  income  is 
now  $75,000  and  their  health  care  contribution  is  $3,385. 

This  is  based  on  the  assumption  that  the  percentage  of  expenditure  in 
the  federal  and  provincial  budgets  going  to  health  is  the  same  percentage  paid 
as  a  proportion  of  total  federal  and  provincial  taxes  paid.  For  example,  in 
1988,  for  every  $100  paid  in  income  tax,  the  amount  paid  for  health  care  as  a 
proportion  of  provincial  tax  was  $27.85 ;  of  federal  tax,  $6.10.  As  our  incomes 
increase,  the  proportion  paid  toward  health  care  remains  the  same,  but  the 
total  dollar  contribution  increases. 


Estimated  Payments  for  Health  Care  by  Family  Income  Groups  in  Alberta 
1979-1988 

Annual  Family 


Income  Levels 

1980 

1981 

1982 

1983 

1984 

1985 

1986 

1987 

1988 

$15,000 

$208 

$228 

$228 

$336 

$336 

$341 

$347 

$432 

$432 

$25,000 

$297 

$360 

$397 

$526 

$558 

$568 

$608 

$781 

$756 

$35,000 

$536 

$631 

$669 

$818 

$893 

$902 

$957 

$1,184 

$1,162 

$50,000 

$914 

$1,077 

$1,142 

$1,337 

$1,478 

$1,496 

$1,594 

$1,905 

$1,932 

$75,000 

$1,738 

$2,036 

$2,080 

$2,361 

$2,696 

$2,701 

$2,888 

$3,591 

$3,385 

$100,000 

$2,665 

$3,111 

$3,151 

$3,533 

$4,040 

$4,047 

$4,367 

$5,106 

$4,889 

$125,000 

$3,628 

$4,224 

$4,253 

$4,739 

$5,436 

$5,452 

$5,899 

$6,832 

$6,392 

NOTE:  Assumes  a  family  of  four  with  one  employment  income  earner  and  two  cfiildren.  Data  and  estimates  ore  in  current  $. 

Data  Sources:  Public  Accounts  of  Canada,  Public  Accounts  of  Alberta,  Alberta  Health  Care  Insurance  Plan. 

Estimated  Health  Care  payments  based  on  annual  Alberta  health  care  premiums  plus  estimated  amount  of  health  expenditure 
based  on  portions  of  federal  and  provincial  tax  paid. 
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This  confirms  that  health  care  in  Alberta  is  not  free,  and  that  it  is  paid 
for,  overall,  according  to  the  ability  to  pay.  As  Canadians,  and  Albertans,  more 
and  more  is  being  deducted  from  our  income,  most  of  which  goes  to  taxes.  For 
instance,  from  1961  to  1987,  the  average  deduction  as  a  percentage  of 
personal  income  expressed  on  a  per  capita  basis  rose  from  9.2  to  22.1  per  cent 
in  Alberta  and  10.4  to  21.5  per  cent  for  Canada.  Meanwhile,  over  the  period 
1971  to  1987,  the  Alberta  government  contributions,  including  federal 
transfer  payments,  to  per  capita  health  care  expenditures,  in  current  dollars, 
went  from  $206.30  to  $1,437.70. 

Some  interesting  approaches  have  been  suggested  in  an  attempt  to  raise 
more  revenues  to  cover  the  increased  cost  of  health  and  other  social  pro- 
grams. Excise  taxes  on  cigarettes  and  alcohol  are  usually  increased  once  or 
twice  during  the  fiscal  year  and  have  become  major  sources  of  revenue. 
However,  some  jurisdictions  have  begun  to  look  at  people  who  through 
negligence  contribute  to  rising  health  care  costs.  For  instance,  the  Quebec 
government  plans  to  obtain  reimbursement  for  part  of  the  costs  of  care 
required  for  drivers  convicted  of  impaired  driving  following  accidents  for 
which  they  are  responsible.  Another  approach  would  be  to  charge  additional 
dollars  for  those  seeking  to  obtain  driver  s  license  renewals  after  conviction 
for  impaired  driving;  suggestions  range  from  a  flat  $1000  to  a  maximum  of  10 
per  cent  of  ones  previous  year's  gross,  not  taxable,  income. 

One  defence  for  maintaining  the  premium  system  for  health  care 
insurance  is  the  notion  that  if  health  care  is  a  right,  then  to  pay  is  an 
obligation.  The  position  taken  is  that  all  of  us  should  contribute  to  health  care 
costs  according  to  our  ability  to  pay  —  before  deductions  to  our  taxable 
income,  not  after. 


"We  need  some  idea  of  what 
as  a  society  we  are  willing 
to  pay  in  the  form  of  taxes. 
We  also  need  some  clear 
idea  from  government  about 
their  priorities  for  funding 
allocation,  and  we  need 
clearly  stated  funding 
policies. 

It  is  recommended  that 
there  be  some  agreement 
as  to  what  portion  of  the 
tax  revenue  base  will  be 
devoted  to  health  care." 
E.G.  Heidemann 

Alberta  Government  Contributions  to 
Per  Capita  Health  Care  Expenditures 
1970-71  to  1986-87 

Year  Alberta 

$ 


1986-87 

1,437.70 

1985-86 

1,320.80 

1984-85 

1,227.50 

1983-84 

1,230.80 

1982-83 

1,130.40 

1981-82 

900.70 

1980-81 

747.80 

1979-80 

607.10 

1978-79 

530.10 

1977-78 

475.30 

1976-77 

509.40 

1975-76 

408.90 

1974-75 

317.00 

1973-74 

264.80 

1972-73 

233.60 

1971-72 

224.30 

1970-71 

206.30 

Source:  Statistics  Canada  Catalogues  68-207  and  68-21 1 
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"Because  all  the  costs 
associated  with  health  care 
in  Alberta  have  traditionally 
been  borne  by  government, 
many  individuals  are 
reluctant  to  remove  the 
government  obligation  in  this 
regard. 

It  is  recommended  that  every 
effort  should  be  made  to 
re-assure  people  that  their 
tax  dollars  will  continue  to 
cover  basic  health  care  costs." 
M.  Fyfe 


PLANNING  AND  POWER:  SERIOUS  REDISTRIBUTION 

The  Commission  recognizes  that  —  just  as  physicians  cannot  be 
all  things  to  all  people  —  Alberta  Health  cannot  be  all  things  to  all  systems. 
There  is  a  very  real  need  to  reassess  the  priorities  of  the  department,  to 
determine  those  things  which  it  does  best  or  could  do  better  given  the  time 
and  direction. 

Government  as  a  whole  —  and  certainly  Alberta  Health  in  recent 
months  —  has  shown  its  commitment  toward  improving  the  health  system 
and  preparing  for  the  future.  A  number  of  committees  recently  analyzed  the 
system  from  various  perspectives:  the  New  Vision  for  Long-term  Care  — 
Meeting  the  Need;  the  Report  of  the  Advisory  Committee  on  the  Utilization  of 
Medical  Services  —  An  Agenda  for  Action;  and  New  Dimensions  in  Emergency 
Health  Services:  An  Alberta  Solution.  The  Commission  carefully  reviewed 
these  reports  and  supports,  in  general,  the  majority  of  recommendations, 
while  recognizing  that  these  reports  are  directed  primarily  at  current  prob- 
lems and  provide,  mainly,  current  solutions.  Additionally,  excellent  efforts 
have  been  put  into  special  task  forces  and  committees  —  resulting  in  such 
discussion  papers  as  one  on  reproductive  health.  In  Trouble... A  Way  Out; 
another  on  children's  injuries;  plus  Promoting  Heart  Health  in  Canada. 


Some  of  the  suggestions  and  solutions  will  be  suitable  into  the  Twenty- 
first  Century  —  some  may  not  be.  Nonetheless,  all  point  to  improvement  and 
change. 


"We  have  to  decide  how 
important  health  care  is 
to  us." 

E.  Ma  roes 


Current  priorities,  goals  and  objectives  —  embodied  in  legislation, 
throne  speeches,  ministerial  speeches,  reports  on  government  policies  and 
directives  —  generally  have  not  been  consolidated  and  communicated  widely 
in  an  easily  understood  manner.  The  Commission  views  recent  actions  as 
extremely  positive  and  indicative  of  the  government's  willingness  to  articu- 
late its  position,  particularly  in  what  we  deem  to  be  healthy  public  policy  areas 
—  release  of  Toward  the  Twenty-first  Century,  new  principles  and  policies  for 
public  reaction  to  form  the  framework  for  new  environmental  protection 
legislation;  circulation  by  the  Minister  of  Health  of  the  department  s  mission 
and  role  statement,  and  principles  of  operation;  and  publication  in  1988  of 
Caring  and  Responsibility:  A  Statement  of  Social  Policy  for  Alberta. 
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openness  regarding  government  policy  formulation  in  areas  so  directly 
affecting  Albertans  —  as  individuals  and  as  a  society  —  should  result  in  more 
relevant  legislation.  Inviting  public  participation  and  reaction  before  casting 
decisions  in  stone  provides  necessary  balance.  Additionally,  major  stakehold- 
ers —  public,  private  and  volunteer  sectors,  consumers  and  providers  —  have 
to  be  brought  together  in  a  cooperative  and  coordinated  effort  to  affect  the 
synergy  that  so  often  is  lacking. 


"It  is  recommended  that  the 
public  and  the  professions 
work  together  to  reach  the 
common  goal  of  a  better 
health  care  system  for  less 
money." 
A.  Meldrum 


Specifically  within  the  health  care  domain,  the  Commission  sees  a 
system  that  will  be  managed  within  a  framework  of  healthy  public  policy.  Its 
policies  will  create  and  encourage  health,  be  mutually  supportive,  and  recog- 
nize the  broad  definition  of  health  as  enunciated  in  the  Commission  s  Mission 
Statement  and  the  World  Health  Organization's  definition  of  health.  The 
management  of  the  system  will  be  based  on  reliable,  current  and  comprehen- 
sive data,  and  these  data  will  relate  to  the  broad  definition  of  health,  not 
simply  health  care. 

By  necessity,  mechanisms  must  be  put  in  place  that  will  ensure  respon- 
siveness to  changes  in  health  needs,  resources  and  technology;  that  will  foster 
innovation  and  have  a  futuristic  orientation.  Directions,  priorities,  and  long- 
term  planning  will  be  collaborative,  coordinated  and  visionary. 

Importantly,  the  Commission  sees  a  return  to  the  local  level  with  respect 
to  planning,  delivery,  and  accountability  for  health  and  health  care  services. 
Within  the  context  of  autonomous  areas  of  health  delivery,  more  relevant 
programs  can  be  coordinated  and  more  appropriate  utilization  of  facilities  can 
occur.  At  the  same  time,  we  are  committed  to  maintaining  the  centralized 
approach  with  respect  to  overall  standards,  monitoring,  evaluation,  and 
coordination. 

Alberta  will  work  closely  with  other  levels  of  government  within  the 
province,  and  with  other  provincial  governments  and  the  federal  govern- 
ment, as  well  as  internationally,  to  develop  consistent  and  meaningful  public 
health  policy.  Long-range  strategic  planning  and  short-term  implementation 

—  rational,  and  based  on  objective  criteria,  widely  publicized  and  understood 

—  should  become  the  norm.  As  a  result,  health  care  resources  will  be  utilized 
and  distributed  more  efficiently,  effectively,  and  economically  throughout  the 
province.  Health  promotion  and  illness/injury  prevention  will  reach  audi- 
ences feared  to  be  lost  causes,  and  healthy  lifestyles  and  behaviours  will 
become  a  matter  of  pride  and  achievement. 


"It  is  recommended  that 
there  be  more  resources 
allocated  to  WHO  (World 
Health  Organization) 
Model  of  Health  (i.e. 
wellness  and  prevention 
of  illness),  rather  than  the 
Medical  model  (i.e. 
absence  of  disease),  where 
the  focus  is  on  fixing 
bodies  after  they  have 
broken  down." 
M.J.  Davis 


"Public  attitudes  and  expecta- 
tions are  changing.  Our 
communities  are  more 
knowledgeable,  sophisticated 
and  interested  in  taking 
control  of  their  health." 
Leduc-Strathcona  Health  Unit 


"It  is  recommended  that,  with 
regard  to  health  care,  the 
needs  of  the  public  must  be 
identified  separately  from 
the  expectations  of  the 
public:  once  needs  are 
determined,  money  should 
be  put  toward  these 
identified  areas  before  it  is 
put  toward  the  public's 
expectations." 
L.  Temple 
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"It  is  recommended  that 
methods  be  developed  to 
monitor  the  province's 
achievement  of  its  mission, 
goals  and  objectives,  using 
available  data  and 
techniques  such  as  the 
regular  conduct  of  health 
status  surveys." 
Foothills  Provincial  General 
Hospital 


Research  and  technology  development,  already  a  high  priority  with  the 
Alherta  government,  will  expand  into  the  broader  health  domain  and  put  the 
pro\'ince  at  the  forefront  of  health  systems  analysis  and  evaluation.  Innova- 
tions and  outcomes  of  such  studies  —  developed  to  increase  the  efficiency  and 
effectiveness  of  health  care  delivery  in  Alberta  —  will  be  highly  marketable  to 
other  jurisdictions,  nationally  and  internationally. 

The  scope  and  quality  of  care  will  improve  as  members  of  the  health 
care  team  reassess  their  roles  and  responsibilities,  and  their  relationships  with 
each  other  and  their  patients,  and  within  the  system.  Their  contributions  will 
be  recoL^nized  and  rewarded. 


"Nearly  every  health  care 
facility  has  a  goal  of 
providing  quality'  care. 
Unfortunately  many 
people  do  not  understand 
the  true  nature  of  quality' 
and  it  is  often  mistaken  for 
care  of  a  sophisticated  or 
complex  nature.  Quality 
refers  to  compliance  with 
requirements  or  standards 
and  nothing  more.  You 
can  have  a  quality' 
Volkswagen  and  a 
quality'  Cadillac  but  they 
are  very  different  cars. 
Each  one  simply  meets  the 
standards  which  were 
established  by  its  designers. 
In  every  case,  quality  can 
be  quantified  and 
measured.  I  submit  that 
this  principle  can  be  applied 
with  respect  to  our  health 
care  system  with  beneficial 
results." 

Harold  L.  Morrison,  P.Eng. 


A  champion  for  ail  of  us 

For  a  variety  of  reasons,  our  current  health  system  often  docs  not  —  and 
most  often  cannot  —  clearly  emphasize  coordination,  communication  and 
consensus  in  developing  comprehensive  policy,  planning  and  priorities,  and 
articulating  goals  and  objectives. 

This  lack  of  consistent  and  clearly  communicated  priorities  and  direc- 
tives is  viewed  as  one  of  our  major  and  immediately  pressing  problems.  While 
a  myriad  of  program  priorities  and  directives  exist,  Albertans  are  denied  the 
benefit  of  an  overall  ability  to  analyze  —  from  an  objective  perspective  —  and 
to  plan  in  the  longer  term  within  the  current  government  structure. 

The  system  has  difficulty  accommodating  formal,  comprehensive  and 
ongoing  mechanisms  for  reviewing  the  effectiveness  and  efficiency  of  perfor- 
mance, policies,  practices,  outcomes  and  programs.  Most  reviews  are  conducted 
on  an  ad-hoc,  reactionary  and  program-specific  basis.  Seldom  are  such  reviews 
shared  widely  with  providers  and  the  public  —  they  become  internal  working 
documents  which  may  become  lost  in  the  bureaucracy. 

Furthermore,  not  enough  attention  has  been  paid  —  at  any  level  —  to 
tracking  the  health  status  of  Canadians  and  Albertans.  For  the  most  part,  how 
well  we  are  is  documented  on  the  basis  of  degrees  of  incapacity  and  numbers  ^ 
of  people  afflicted  with  disability  as  a  result  of  illness  or  injury. 
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In  looking  at  the  possibilities  for  providing  some  answers  to  these 
issues,  the  Commission  looked  at  several  models.  These  included  the  Auditor 
Generals  Office  of  both  the  federal  and  Alberta  governments,  the  Office  of 
the  Surgeon  General  of  the  United  States,  the  Economic  Council  of  Canada, 
the  Canadian  Council  on  Social  Development,  the  Wissenschaftzentrum 
Berlin  fuer  Sozialforschung  (WZB)  of  the  Federal  Republic  of  Germany,  the 
Institute  of  Medicine  in  the  United  States,  the  Institute  for  Health  Care 
Facilities  of  the  Future  (Canada),  and  the  Institute  for  the  Future  (USA).  We 
considered  recommending  a  Premier  s  Commission  every  10  years.  All  were 
interesting  approaches  and  provided  us  with  worthwhile  background. 

The  Commission  resisted  the  temptation  to  suggest  the  creation  of 
another  full-blown  bureaucracy.  We  leaned  toward  the  idea  of  an  overseer 
who  would  ensure  that  the  work  of  others  was  appropriately  directed  and 
focused,  that  their  efforts  produced  results,  and  that  the  results  were  commu- 
nicated to  interested  groups  and  individuals.  We  aren't  interested  in  an 
enforcer  as  much  as  a  motivator  —  someone  who  will  champion  the  causes 
that  became  so  readily  apparent  to  us  in  our  two-year  dialogue  with  Albertans. 
We  want  a  catalyst  for  change  who  will  provide  a  stimulating  and  creative 
environment  which  fosters  information  and  knowledge.  We  need  an  Advo- 
cate for  a  Healthy  Alberta  —  a  person  who  will  convince,  not  force;  who  will 
achieve  not  through  might  but  with  wisdom  and  communication. 


"Participatory  councils  could 
play  a  role  in  organizing 
interaction.  These  councils 
should  be  composed  of 
people  who  hove  both 
experience  and  a  real 
interest  in  coordination,  but 
who  have  no  inherent 
biases.  Technology  aids 
could  be  of  assistance  to 
these  councils." 
Glenrose  Rehabilitation 
Hospital 


The  Commission  believes  that  this  Advocate  must  function  at  arms 
length  from  the  government  and  the  delivery  system,  and  be  the  key  player  in 

I  ensuring  that  the  provincial  health  system  is  balanced,  caring  and  responsive. 
The  Advocate  would  ensure  that  the  monitoring,  measuring,  analysis  and 
assessment  of  the  performance  of  the  system  —  and  our  individual  health 
status  —  are  done.  The  Advocate  would  bring  health  issues  to  the  forefront  of 
the  people,  the  politicians  and  the  media,  ensuring  that  the  health  system  is 

I  dynamic  and  aligned  with  the  changing  needs  of  the  people,  the  providers  and 
the  province. 


"It  is  recommended  that  the 
Ministry  of  Health 
establish  and  support  a 
'Citizen's  Advisory  Health 
Care  Policy'  to  give 
consumers  input  on  health 
care  policy  in  Alberta." 
The  Alberta  Coalition  for 
Universal  Health  Care 
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10.0  THEREFORE,  WE  RECOMMEND  that  the  Government  of  Alberta 
appoint/select  an  Advocate  for  a  Healthy  Alberta  to  focus  on  the 
health  status  of  Albertans  as  a  whole;  to  review  the  efficiency, 
effectiveness,  and  suitability  of  our  health  system;  and  to  set  broad 
priorities;  as  well  as  to  communicate  on  health  matters  with  and  to 
Albertans  and  the  government; 

10.1  that  the  Advocate  be  given  the  authority  to  collect  the  necessary  data 
from  government  departments,  agencies,  and  Health  Authorities  in 
order  to  coordinate  such  activities  as  may  be  on-going,  and  to  make 
recommendations; 

10.2  that  the  Advocate  oversee  the  long-range  and  strategic  planning,  and 
health  policy  analysis  for  Alberta,  with  representatives  from  each  of  the 
Health  Authorities  sitting  in  an  advisory  capacity  to  the  Advocate; 

10.3  that  the  work  and  the  findings  of  the  Advocate  for  a  Healthy  Alberta  be 
readily  and  frequently  communicated  to  Albertans,  to  the  Premier,  to 
Members  of  the  Legislative  Assembly  and  appropriate  government 
departments;  and 

10.4  that  the  Advocate  for  a  Healthy  Alberta  fulfill  his/her  mandate  during 
the  period  of  April  L  1990  and  March  31,  2001. 

11.0  FURTHERMORE,  WE  RECOMMEND  that  a  full  review  of  the 
success  of  the  Advocate  for  a  Healthy  Alberta  be  conducted  by  a 
provincial/national/international  panel  beginning  April  1,  1995  and 
reporting  to  the  Premier  no  later  than  March  31,  1996;  and 

11.1  that  based  on  its  findings,  the  review  panel  either 

1 )  endorse  the  work  of  the  Advocate  and  recommend  continuance  to 
the  end  of  the  term; 

2)  give  it  limited  approval  and  recommend  continuance,  subject  to 
certain  changes  in  direction  and  structure,  and  a  subsequent  review;  or 

3)  assess  him/her  as  ineffective  and  recommend  termination  of  the 
appointment  within  six  months;  and 

11.2  that  if  the  Advocate  for  a  Healthy  Alberta  does  not,  or  is  not  able  to. 
fulfill  its  mandate  as  described,  then  a  full  Alberta  Health  Institute  with 
appropriate  authority  and  funding  be  established  to  carry  out  the  task, 
reporting  directly  to  the  Premier  through  the  Deputy  Minister  o\ 
Executive  Council. 


Directions  for  Implementation 

The  government  should  bring  into  existence  the  Advocate  for  a 
Healthy  Alberta,  establishing  a  formal  mandate,  terms  of  reference,  member- 
ship composition  and  reporting  relationship,  and  funding.  Funding  should  be 
set  at  a  minimum  of  0.1  per  cent  of  Alberta  Healths  operating  budget  in  the 
first  year  and  rise  to  0.5  per  cent  in  the  second  year  of  operation  and 
thereafter. 

The  Advocate  for  a  Healthy  Alberta  should  develop  a  corporate  plan 
which  brings  an  objective,  longer  term  perspective  to  the  health  and  health 
care  systems,  with  a  focus  on  measuring  the  health  status  of  Albertans.  Much 
of  the  work  should  be  aimed  at  ensuring  the  development  of  long-range 
planning  and  options  to  assist  Alberta  Health  in  fulfilling  its  mandate  and 
objectives.  Detailed  information  on  the  health  status  of  residents  within 
various  regions  would  be  most  useful  to  local  Health  Authorities  in  the 
delivery  of  specific  health  promotion  and  illness/injury  prevention  programs, 
and  health  care  services  at  the  community  level. 


"It  is  recommended  that,  to 
ensure  that  program 
priorities  transcend  political 
ideologies,  the  govern- 
ment establish  an  Advisory 
Board  (made  up  of 
professional  and  lay 
community  representatives) 
which  could  make 
recommendations  regard- 
ing program  development 
and  provide  consistency 
and  continuity  through 
changes  in  Health 
Ministers  or  political 
parties." 
J.  Besner 


Information  about  the  health  of  Albertans,  and  the  effectiveness  and 
efficiency  of  the  health  care  system  should  be  widely  communicated  in  an 
easily  understood  fashion. 

The  Advocate  for  a  Healthy  Alberta  should  not  necessarily  do  actual 
planning,  policy  option  development  and  analysis,  and  measurement  and 
evaluation,  but  must  ensure  that  these  functions  are  performed.  The  Advo- 
cate will  not  assume  the  functions  of  others,  but  will  attempt  to  bring  about  a 
more  comprehensive,  coordinated,  pro-active  approach.  A  high  level  of  com- 
mitment to  the  concept  will  be  required  from  academic  and  health  care 
institutions,  professional  and  provider  organizations,  foundations,  consumer 
groups  and  volunteer  agencies,  government  departments,  and  advisory  com- 
mittees. If  any  of  these  organizations  which  have  a  responsibility  for  collecting 
data  are  reluctant  to  cooperate  and  participate,  then  the  Advocate  will  have  no 
choice  but  to  perform  these  functions. 

The  Advocate  for  a  Healthy  Alberta  is  an  ambitious  undertaking... a 
bold  and  innovative  concept.  The  success  of  the  Advocate  may  not  be  easily 
achieved,  and  some  bodies  may  feel  threatened  by  the  existence  of  such  an 
overseer.  In  addition  to  the  ongoing  scrutiny  of  the  public  and  all  stakeholder 
groups,  the  Commission  has  recommended  a  mid-term  review  of  the 
effectiveness  of  the  Advocate  to  protect  the  integrity  of  the  office,  and  ensure 
that  the  publics'  funds  are  being  well-spent. 


"...physicians  have  different 
ideas  on  how  a  health  care 
system  should  be  run  as 
compared  to  non-medical 
health  professionals,  the 
government,  or  the  public. 
As  such,  any  Regional 
Council,  Department  of 
Hospitals  and  Medical  Care 
Committee  or  Ombudsman/ 
Advocate  should  not  be 
purely  medically  oriented. 
This  would  ensure  that 
Albertans  will  continue  to 
enjoy  a  superior  health  care 
system  and  not  just  a 
medical  care  system." 
Dr.  Gordon  J. P.  Hensel 
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"A  structural  change  is 
necessary  in  keeping  with 
the  need  for  greater  public 
investment  in  priority- 
setting  and  to  facilitate  the 
intersectoral  planning  and 
collaboration  needed  with 
the  complexity  of  issues  in 
the  coming  decades." 
Healthy  Cities  Association  — 
Calgary 


Local  involvement  and  responsibility 

The  Commission  has  promoted  and  recommended  greater  personal 
responsibility  and  accountability  tor  managing  our  health  and  health  resources, 
and  those  of  our  families.  We  believe  this  concept  should  be  extended  to  our 
communities  and  facilities  of  care.  Our  philosophy  is  that  we  need  to  return 
power  to  choose  and  decide  closer  to  Albertans  and  to  communities,  in  order 
to  nurture  the  mature,  interdependent  partnerships  we  envision  as  the  ideal. 
There  must  be  coordinated  and  integrated  programs  and  services,  locally 
planned  and  directed,  reflecting  the  needs  and  priorities  of  individuals  and 
their  communities. 


"There  should  be 
regionalization  of  care  in 
Alberta.  Primary,  secondary 
and  tertiary  care  needs  to 
be  defined  and  the 
institutions  identified  in 
which  such  care  will  be 
provided." 

Dr.  Robert  G.  McArthur 


The  provincial  government  should  concentrate  its  efforts  on  setting 
long-term  goals;  developing  priorities  and  policies;  establishing  overall  stan- 
dards; ensuring  interregional  coordination  and  communication;  and  allocat- 
ing funds  on  a  global  basis.  Looking  to  the  future  isn't  easy  when  you  re  caught 
up  in  the  day-to-day  administration  and  determination  of  routine  programs; 
neither  is  being  responsive  and  relevant  to  local  needs  when  youVe  removed 
and  remote  from  the  action. 

The  Commission  acknowledges  the  efforts  of  civil  servants  within 
Alberta  Health.  We  have  found  them  to  be  dedicated  and  hardworking,  co- 
operative and  committed.  However,  we  feel  their  energies  and  talents  would 
serve  Albertans  better  if  their  responsibilities  were  re-directed  as  we  suggest. 


Currently,  boundaries  for  various  health  services  are  not  common, 
and  the  wide  mix  of  services  is  seldom  coordinated  at  the  local  level.  This 
results  in  an  inequity  in  the  scope  and  range  of  health  services  between 
various  geographical  areas,  often  leading  to  either  duplication  or  gaps  in 
service  areas. 


Our  ability  to  cope  with  future  health  care  requirements  of  Albertans  is 
dependent  on  the  mechanisms  created  to  coordinate  the  activities  of  govern- 
ment departments,  health  facilities  and  agencies,  and  health  care  profession- 
als. Management  of  the  system  should  be  based  on  reliable,  current,  and 
comprehensive  data,  and  these  data  must  relate  to  the  broad  definition  of 
health,  not  simply  health  care. 
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Attempts  at  better  coordination  of  health  services  should  be  made 
through  collaboration  ranging  from  shared  services  to  complete  mergers. 
One  program  worth  noting  is  being  piloted  in  southern  Alberta  and  involves 
various  boards  joined  together  as  the  Southern  Rural  Health  Care  Committee 
—  comprised  of  general  and  auxiliary  hospital  and  nursing  home  districts  in 
Claresholm,  High  River,  Little  Bow,  Turner  Valley,  and  Vulcan,  and  the 
Chinook  and  Foothills  health  units.  Another  is  the  Northwestern  Health  and 
Social  Services  Board,  based  in  High  Level,  which  operates  two  hospitals,  a 
health  unit  and  mental  health  services  to  a  district  of  some  83  000  square 
kilometres.  The  Community  Resources  Centre  Board  in  Medicine  Hat  co- 
ordinates services  within  the  city  for  its  more  than  40,000  residents.  Two 
examples  of  the  province-wide  regional  approach  to  service  delivery  are  the 
Alberta  Cancer  Board  and  the  Workers'  Compensation  Board.  All  of  these 
approaches  should  be  reviewed  in  developing  a  mandate  for  responsibility  of 
health  services  delivery  at  the  regional  level. 

The  time  has  come  for  government  to  rethink  its  role  in  the  administra- 
tion of  our  highly  complex  health  care  system.  Certain  responsibilities  must 
be  delegated  to  a  more  appropriate  level  of  authority.  The  Commission  looked 
at  many  models  of  health  care  delivery  in  other  jurisdictions,  in  Canada  and 
elsewhere.  Alberta  is  at  an  advantage  —  having  a  strong  foundation  and  an 
extensive  network  of  facilities  and  programs  on  which  to  build;  and  having  an 
opportunity  to  assess  the  various  aspects  of  other  systems  to  determine  which 
were  the  best  and  most  applicable  to  our  vision. 

We  noted  a  definite  trend  toward  the  concept  of  regional  health  auth- 
orities, councils  and  boards.  Within  Canada,  the  idea  is  gaining  popularity 
and  has  been  adopted  or  is  being  recommended  in  Ontario,  Quebec,  Nova 
Scotia  and,  possibly,  Saskatchewan.  One  of  the  more  successful  regionalizations 
has  been  in  operation  in  New  South  Wales,  Australia  since  1986,  and  it  was 
studied  closely  by  the  Commission. 

The  idea  of  dividing  Alberta  into  regions  which  would  function  as 
autonomous  administrative  areas  appealed  to  the  Commission  given  the 
vastness  of  Alberta,  the  differing  needs,  and  the  number  of  facilities  and 
[programs  already  in  place.  This  would  allow  the  regions  to  respond  more 
'appropriately  to  changes  at  the  local  level,  and  to  design  the  mix  of  services, 
treatments  and  providers  to  suit  their  particular  constituents. 


"The  services  provided  by 
various  health  care 
agencies  and  institutions 
should  be  coordinated  on 
a  regional  or  provincial 
basis  through  a 
mechanism  established  by 
the  Government  of 
Alberta." 

Royal  Alexandra  Hospital 


"A  recent  publication  by 
Hendrickso  in  Copenhagen 
demonstrated  a  50  per 
cent  reduction  in  hospital 
days,  marked  reduction  in 
emergency  room  visits, 
and  increased  life 
expectancy  for  individuals 
over  age  75  years  who 
were  visited  on  a 
three-month  regular  basis 
in  their  homes  to  provide 
health  care  and  social 
assistance  rather  than 
waiting  for  the  crisis 
intervention  of  a  visit  to  a 
doctor's  office  or  hospital 
'on  demand'.  How  many 
careful  studies  exploring 
improved  outreach  to 
homes  and  communities 
have  we  conducted? " 
Dr.  Clarence  A.  Guenter 
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"There  are  few  mechanisms 
available  for  redirection  of 
funds  saved  to  other 
program  areas.  Under  the 
global  budget  funding 
approach  health  care 
agencies  that  fail  to  utilize 
all  of  their  approved 
budget  funds  may 
eventually  have  its  base 
budget  reduced." 
The  Alberta  Chapters  of  the 
Canodion  College  of  Health 
Service  Executives 


Among  the  various  aspects  which  we  rejected  were  government  appointed 
boards,  boards  without  executive  authority,  boards  with  responsibiHty  for 
both  health  and  social  services,  and  large  population-based  regions.  We  have 
chosen  instead  to  recommend  regional  Health  Authorities  administered  by 
locally-elected  boards  of  trustees.  These  elected  trustees  will  have  executive 
authority  over  and  accountability  for  health  and  health  care,  but  not  social 
services  per  se  —  with  jurisdiction  over  manageable-sized  regions  closely 
attuned  to  community  needs  and  priorities. 

To  function  with  optimum  efficiency,  each  Health  Authority  requires 
executive  power  to  disburse  funds  to  the  programs  supported  in  its  area.  If 
there  is  to  be  a  continuum  of  services  provided,  then  the  capacity  to  shift 
funds  Vv'ithin  a  region  to  adequately  serve  local  needs  must  be  in  the  hands  of 
the  local  trustees,  not  the  provincial  department. 


"We  need  to  plan  ahead  for 
changing  demography 
and  social  conditions  and 
may  need  to  improve  after 
work  access  to  health 
services  e.g.  counselling, 
health  promotion,  etc.  that 
are  normally  only  nine  to 
five'  operations." 
R.D.  Hamm 


"It  is  recommended  that 
there  should  be  input  from 
user  groups  regarding  the 
requirements  and  priori- 
ties of  health  care 
expenditures." 
C.  Hoffmeyer 


Given  our  wide  range  of  services  and  facilities,  it  is  essential  that  the 
purposes  and  functions  of  each  program/service  component  be  coordinated 
and  integrated  to  foster  effective  and  efficient  use  of  limited  resources  within 
each  area.  Developing  linkages,  based  on  specific  local  needs  and  demograph- 
ics, among  all  segments  of  health  and  health  care  service  delivery  must  be  a 
priority  requiring  cooperation  and  a  commitment  to  offer  easily  accessible 
services  to  consumers. 

Regionalization  is  a  way  of  organizing  services  and  making  decisions 
which  ensure  that  those  who  live  in  a  defined  area  have  a  say  in  what  is 
happening  regarding  health  and  health  care  within  their  immediate  area.  It 
refers  to  planning,  managing,  and  disbursing  of  funds  within  geographic 
subdivisions.  The  goal  is  to  move  the  power  to  choose,  control  and  decide 
closer  to  more  Albertans  in  their  communities.  The  goal  is  not  to  put  in  place 
a  destructively  competitive  circumstance  which  simply  substitutes  current 
competition  for  bigger  competition.  The  goal  is  to  put  in  place  a  balanced 
system  of  regional  authorities  with  relatively  comparable  strengths  and  needs, 
and  adequate  power. 
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12.0  THEREFORE,  WE  RECOMMEND  that  the  province  be  divided 
into  nine  autonomous  administrative  areas  within  defined  bound- 
ary structures,  accountable  through  appropriately  named  Health 
Authorities; 

12. 1  that  each  Health  Authority  report  annually  to  the  department  of  Alberta 
Health  on  all  activities,  resource  utilization,  programs  and  services, 
fiscal  arrangements  and  health  status  within  its  jurisdiction; 

12.2  that  each  Health  Authority  board  be  comprised  of  locally-elected  trus- 
tees representative  of  the  constituents,  plus  an  executive  director  and  a 
department  representative; 

12.3  that  the  executive  director  be  a  joint  appointment  of  the  Health  Author- 
ity and  Alberta  Health,  but  have  a  direct  reporting  relationship  to  the 
Authority; 

12.4  that  the  framework  be  put  in  place  for  the  first  election  of  transitional 
members  to  be  accommodated  during  the  municipal  election  process  in 
1992,  with  full  responsibility  transferred  to  each  Health  Authority,  as 
appropriate,  no  later  than  1995; 

12.5  that  each  Health  Authority  devise  community  care  networks  to  assist 
consumers  in  identifying  and  accessing  health  and  health  care  informa- 
tion, programs,  services,  facilities,  and  treatments  available; 

12.6  that  the  mechanism  allow  for  existing  hospital  and  public/community 
health  boards  and  similar  agencies  to  act  in  advisory  capacity  to  the 
Health  Authorities;  and 

12.7  that  the  role  of  existing  hospital  and  public/community  health  boards 
and  similar  agencies  be  determined  within  each  Health  Authority 
jurisdiction. 


"It  is  recommended  that  as 
part  of  a  province-wide 
planning  process,  formal 
regional  planning  authori- 
ties be  established.  These 
authorities  —  composed  of 
representatives  from  the 
regional  health  care 
providers  and  the 
community  —  would  be 
responsible  for  determin- 
ing regional  health  care 
plans  and  priorities  within 
the  approved  provincial 
framework." 

University  of  Alberta  Hospitals 


"It  is  recommended  that 
regional  health  care 
planning  be  studied  with  a 
view  to  the  development 
of  mechanisms  to  provide 
for  all  health  services 
planning  in  a  defined 
region  with  commensurate 
authority  to  implement 
decisions." 

Council  of  Teaching  Hospitals 
of  Alberta 


Directions  for  Implementation 

The  province  will  have  to  develop  and  enact  provincial  legislation  to 
create  the  health  regions.  The  legislation  and  its  supporting  regulations 
should  explicitly  spell  out  the  boundaries  and  create  a  mechanism  to  coordi- 
nate the  regions.  In  determining  the  regional  boundaries,  the  following 
principles  and  factors  are  worth  considering: 

—  sufficient  population  size  suggests  that  a  full  range  of  health  services 
requires  a  population  base  of  35,000  to  100,000  for  service  delivery  to 
be  both  efficient  and  effective  in  rural  areas,  and  between  100,000  and 
500,000  in  densely  populated  areas; 

—  indicators  of  community  identity  include  demographic  and  cultural 
mixes,  networks  of  referrals  for  health  services,  patterns  of  transport, 
and  trading  area  for  commercial  activities; 

—  common  boundaries  facilitate  planning  and  coordination  of  services, 
especially  if  within  existing  boundary  structures.  Consistency  with 
municipal  boundaries  is  especially  important  for  a  number  of  reasons. 
Municipal  governments  could  play  an  important  role  in  public  health 
service  delivery  and  the  provision  of  services.  Additionally  these  areas 
are  used  as  bases  for  collection  of  statistics.  Demographic  and  health 
related  data  are  basic  to  the  planning  and  research  activities  that  will 
influence  decisions  by  Health  Authorities;  and 

—  sufficient  health  resources  —  people,  providers,  programs  and  facili- 
ties —  are  necessary  to  justify  regional  management.  Potential  should 
exist  to  improve  health  service  delivery  within  Authorities  by  redis- 
tributing resources,  streamlining  existing  functions,  and  making  addi- 
tional programs  and  services  available. 

The  Commission  recommends  boundaries  for  the  nine  Health  Authori- 
ties which  follow,  generally,  existing  municipal  boundaries.  These  are  known 
and  understood  by  Albertans.  As  well,  the  upcoming  first  election  of  trustees 
during  municipal  elections  in  1992  will  be  facilitated  by  this  approach  with- 
out great  difficulty.  Our  suggested  boundaries  meet  the  principles  and  factors 
outlined  and  are  worth  consideration  by  government.  Furthermore,  the  data 
collected  within  the  boundaries  —  historical  and  ongoing  —  will  provide  an 
exceptionally  fine  base  for  the  Health  Authorities  to  establish  their  priorities 
to  begin  compiling  information  for  health  status  reports. 
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Alberta  Health  will  not  be  the  direct  service  provider,  but  will  fund, 
coordinate  and  monitor  regional  activities.  Additionally,  the  department  will 
set  provincial  objectives  and  goals,  establish  minimum  standards,  and  supply 
information  and  expertise.  It  also  will  negotiate  regional  budgets  with  each 
Health  Authority,  and  provide  inter-regional  coordination.  Major  capital 
spending  would  remain  a  provincial  responsibility. 

Since  the  Authorities  will  report  annually  to  the  department,  but  will 
manage  the  health  system  within  their  regions,  there  will  be  a  changed  role 
for  Alberta  Health.  The  department  will  require  some  reorganization,  and 
existing  resources  will  need  to  be  reallocated  between  various  functions  in 
view  of  this  new  role. 


"It  is  recommended  that 
increased  regionalization 
be  developed  in  Alberta's 
health  care  system  and 
that  regional  councils  be 
appointed  to  assist  the 
Department  of  Health  in 
decision-making  based  on 
locally  determined  priorities' 
Foothills  Provincial  General 
Hospital 


To  meet  community  needs  through  innovative  programs,  each  Health 
Authority  must  be  able  to  develop  appropriate  funding  mechanisms,  and  will 
be  held  accountable  for  how  they  spend  their  resources.  If  they  spend  more 
than  they  have,  they  will  have  to  find  ways  of  either  increasing  their  efficiencies 
or  raising  more  resources.  Under  normal  circumstances,  they  should  not 
expect  to  return  to  the  department  for  additional  funds.  We  do  not  recom- 
mend that  Authorities  be  given  the  power  to  levy  a  supplementary  property 
tax  to  raise  additional  revenues  beyond  those  they  have  negoiated  with  the 
province.  Albertans  do  not  want  a  new  supplementary  requisition  from  their 
property.  However,  a  variety  of  other  avenues  to  raise  funds  should  be  open  to 
the  Authorities. 


"It  is  recommended  that 
communities  be  provided 
with  adequate  funding  and 
authority  to  develop 
health  services  according  to 
their  needs  and  priorities." 
Red  Deer  Regional  Mental 
Health  Council 


To  ensure  provincial  consistency,  each  Authority  will  be  required  to 
provide  services  —  either  directly  or  by  arrangement  with  other  Authorities 
—  for  health  promotion,  illness/injury  prevention,  primary  and  secondary 
acute  care  services,  rehabilitative  services  and  long-term  care. 

Alberta  Health  will  continue  to  be  responsible  for  the  provision  of 
highly  complex,  tertiary  care  and  specialized  services,  and  will  determine 
which  should  be  organized  at  the  provincial,  interprovincial,  and  interna- 
tional levels. 


Legislation  will  be  required  prior  to  the  next  municipal  election  process 
in  1992  to  accommodate  the  election  of  Health  Authority  trustees  in  those 
regions  that  are  ready  to  proceed  with  transitional  boards.  While  selection  of 
candidates  will  be  part  of  the  nomination  process,  the  Commission  would 
urge  selection  of  persons  representative  of  constituent  groups  within  the 
region.  We  further  suggest  that  legislation  allow  for  at  least  one  trustee, 
between  the  ages  of  16  and  21  years,  to  be  elected  from  the  youth  of  the 
region. 


"Service  delivery  plans  must 
be  derived  with  full  input 
from  people  who  know 
what  works  and  what 
does  not  work  at  the  service 
delivery  level.  We  must 
have  plans  that  work 
because  it  is  human 
suffering  of  an  enormous 
magnitude  that  we  are 
attempting  to  reduce." 
Alberta  Hospital,  Edmonton 
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"A  good  system  must  enable 
continuing  and  comprehen- 
sive care  to  be  given  through 
coordinated  services.  There 
can  be  little  doubt  in  any 
gerontologist's  mind  these 
days  that  the  elderly  are 
happier  in  their  own  homes. 
Equally  obvious  is  the  fact 
that  without  the  support  of  a 
hospital-based  department 
of  geriatric  medicine  it  may 
well  be  impossible  to  achieve 
this  independence  for  the 
elderly  person." 
Dr.  David  Skelton 


"Costs  dictate  that  we  must 
seek  new  innovative  methods 
of  delivering  health  care. 
Preventive  medicine,  public 
education  and  research 
should  be  promoted." 
Dr.  Lome  R.  Hatch 


While  the  Commission  has  not  been  specific  regarding  the  numbers  of 
trustees  on  each  Health  Authority,  a  board  consisting  of  no  less  than  seven 
and  no  more  than  13  would  seem  appropriate.  The  executive  director,  jointly 
appointed  by  the  Health  Authority  and  Alberta  Health,  would  act  as  the 
liaison  between  the  two,  ensuring  that  provincial  standards  are  maintained 
within  the  region. 

Consumers  will  be  assisted  in  identifying  the  services  they  need  through 
information  and  referral  mechanisms  —  functions  not  facilities  —  known  as 
''community  care  networks."  The  structure  of  such  a  network  may  vary  from 
Authority  to  Authority,  and  larger  centres  will  require  a  number  of  them,  but 
the  functions  outlined  in  our  recommendation  should  be  addressed  by  all 
community  care  networks.  These  include: 

—  liaison  between  patient  and  health  care  systems; 

—  liaison  between  hospitals  and  community  care  systems; 

—  registration,  information  and  referral  for  all  types  of  health  and 
health  care  programs; 

—  single  point  of  entry  for  rehabilitation  and  long-term  care,  homecare, 
respite  care,  adult  day  and  night  care,  palliative  care; 

—  documentation  of  the  needs  of  the  community  and  communication  of 
priorities  to  the  regional  Health  Authority; 

—  dissemination  of  health  promotion  and  illness/injury  prevention 
information;  and 

—  collaboration  and  integration  with  appropriate  social  and  other  services. 


"It  is  recommended  that, 
with  regard  to  establishing 
a  new  health  care  delivery 
system  with  a  Health 
Authority  as  its  central  unit 
of  administration,  it 
should  be  continuously 
recognized  that  its 
mandate  is  to  prevent 
illness,  thus  reduce 
utilization  for  which  it  will 
be  rewarded,  and  as  well 
to  provide  an  equitable  level 
of  care  to  all  of  its 
constituents  within  its 
boundaries." 
K.  Mark 


These  functions  may  be  implemented  in  a  variety  of  ways  depending  on 
the  community  and  background.  In  fact,  the  network  may  simply  be  a  series  of 
formal  linkages  among  existing  groups  with  some  additional  resources  avail- 
able through  the  Health  Authority. 

Because  Alberta  has  many  rural  hospitals,  it  may  be  that  they  evolve  to 
become  the  centres  from  which  community  care  networks  provide  assistance. 
In  large  urban  centres,  the  community  care  network  might  coordinate,  for 
instance,  the  functions  of  the  "hospital  without  walls"  concept  of  homecare 
services.  In  some  communities,  the  network  may  integrate  the  functions  of 
current  health  units.  In  other  communities,  the  functioning  unit  may  be 
housed  within  an  office  building  or  shopping  mall.  The  important  point  is 
that  the  community  care  network  fulfills  functions,  it  does  not  necessarily 
become  a  facility  with  a  large  permanent  staff.  It  is  a  way  of  reorganizing 
much  of  what  we  have,  rather  than  adding  to  it. 
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Regions  will  depend  upon  provincial  standards  for  licensing  of  profes- 
sions and  occupations,  but  access  by  professions  and  occupations  to  facilities 
for  purposes  of  work  will  be  at  a  regional  level  rather  than  at  a  facility  level. 
Committees  which  determine  the  right  to  practice  in  institutions  or  regions 
will  be  made  up  of  regional  representatives  rather  than  representatives  from  a 
particular  facility.  Within  health  care  facilities,  peer  review  processes  are  part 
of  and  necessary  for  quality  management  decisions.  Issues  of  risk  manage- 
ment and  quality  assurance  must  be  dealt  with  in  an  atmosphere  of  total 
candor  and  without  fear  of  reprisal  by  those  involved.  Therefore,  individuals 
participating  in  such  peer  reviews  should  be  protected  from  possible  litigation 
in  respect  to  their  contributions  to  the  process.  A  protective  mechanism 
currently  operates  under  British  Columbia  laws,  and  appears  to  be  helpful  in 
improving  the  candor,  objectivity  and  usefulness  of  peer  review.  Alberta 
should  change  its  laws  accordingly. 


"It  is  recommended  that  a 
regional  approach  be 
taken  with  regard  to  health 
care  planning,  and  that 
these  in  turn,  feed  in  and 
become  part  of  the 
provincial  health  planning 
picture." 

Grey  Nuns  of  Alberta 


Town  hall  meetings  for  consumers  could  become  annual  accountability 
sessions  which  would  provide  the  Authorities  with  a  forum  for  reporting  on 
activities  and  receiving  community  comment.  Annual,  regional  reports  would 
be  widely  communicated  to  the  public  and  the  department  in  a  standardized 
format. 


Sample  Agenda  for  a 
Health  Authority 
meeting  15  years 
hence. 


Aur/ 


HEALTH 
AUmOR/TV 


M£fr/NC  AGENDA  ■ 200S/S//5 

P^Locaf/on  offivo  emergency  cfepartmenfs  as /pefn/een  s/x 
/7ea/t/7  centres  /n  the  reg/on. 
P'D/scuss/on  v/aSate///te 

'  mttJ  A/t?erta  A/ort/?  Hea/tti  Aut/7or/ty  re:  t/ye/r  farm 
acc/cfent prevent/on  outreact?  program 
^     '  iy/t/7  Saskatoon  Reg/ona/  Hea/th  Boarcf  re:  t/ie/r 
/'       expand/ng  //nks  mtt?  /oca/  yo/unteer groups 

■  mt/7  Dr  H/to  Vok/ma  /n  Tokyo  re:  porta />/e  /ntens/Ve 
care  un/ts 

P /Report  from  Prov/nc/a/  Department  of  Hea/t/i  re:  nei4/ 
£>as/c  standards  for /mmun/zat/onaga/nstovar/anca/7cer 
P'Br/et/ng  from  A/fierta  Tt/i/cs  Centre  re:  gu/de//nes  for 
/mp/an tat/on  ofm/cro  processors 
P- /Report  on  day  surgery  trends  fnon/  at  80%  of  a// /7ea/t/7 
centre  surg/ca/  operat/onsj 
A  Toi^n  f/a// Accountat)///ty /Meet/ng  200S/5/20 
'  Report  to  Ot/zens  and  Quest/on  Per/od 
•  s'nart  Cards  -  nei¥  SOK  i/ers/on  -  conf/dent/a//ty 
-  /  nased  c/os/ng  of  cap/ta/ fac///t/es/ t>eds 
'  Sen/ors  Day  Care  report 
•  /^ey/eii^ofSyearp/an 2005-20/0  -  c/t/zens  responses 
P Human  Organ  f>rokerage  -  cooperation  mt/i B.C.  and 
Montana 

>  Coord/nat/on  study  -  conf/rm  //st  of  fiea/t/i  centres  that 
m// perform  5  /jas/c  surg/ca/  operat/ons 200S-2008 
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"There  must  be  an 
alternative  health  care 
delivery  system  established 

—  one  that  is  affordable 
and  effective.  There  must  be 
a  feasibility  study  in  this 
regard  centering  on  the 
inclusion  of  certain 
services  which  are  not 
currently  allowed  into  tax 
supported  facilities  (example 

—  Doctors  cannot,  by  law, 
cooperate  with 
chiropractors)." 

The  College  of  Chiropractors 
of  Alberfa 


"It  is  recommended  that 
volunteer  agencies, 
consumer  groups,  industry, 
business,  education, 
health  and  social 
organizations  all  have  a 
role  to  play  in  the  health  of 
the  community." 
The  Heart  Health  Task 
Committee 


"It  is  recommended  that, 
with  regard  to  health 
care,  we  have  to  analyze 
the  situation,  see  what  we 
are  spending  too  much  on, 
and  find  a  way  to  either 
spend  less  on  it,  get  more 
for  the  job,  or  article,  or 
eliminate  it." 
D.  McKeen 


Health  Authorities  should  be  bold  and  innovative  in  their  approaches  to 
providing  health  services.  Some  Health  Authorities  might  explore  and  encour- 
age the  development  of  accredited  independent  facilities  within  their  bounda- 
ries. Such  innovations  would  include,  but  not  be  limited  to: 

—  new  types  of  primary  care  arrangements; 

—  improved  coordination  and  appropriate  expansions  of  treatment  and 
care  in  the  community  and  at  home;  and 

—  application  of  satellite  and  other  communications  technology  in  the 
areas  of  distance  learning,  consultation  and  consumer  awareness 
programming. 

For  example,  there  may  be  merit  in  moving  some  services  out  of  hospitals 
into  smaller,  specialized,  less  expensive,  and  friendlier  options  like  surgi- 
centres,  birthing  centres,  pain  clinics,  diabetic  and  heart  clinics. 

The  Commission  wishes  to  stress  that  the  Health  Authorities  will  be 
expected  to  work  closely  with  existing  hospital  and  community  health  boards 
and  agencies  toward  the  common  goal  of  providing  an  optimum  level  of 
service  to  the  people  within  their  communities.  Further,  it  will  be  incumbent 
on  the  Authorities,  in  conjunction  with  these  existing  boards  and  agencies,  to 
determine  the  most  appropriate  mix  of  roles  within  each  region. 

Dependable  dollar  levels 

The  Commission  heard  concerns  from  a  number  of  Albertans  — 
individuals,  providers,  administrators,  professional  organizations  —  about 
funding  of  health  care  services.  Few  are  pleased  with  the  current  system.  All 
are  aware  that  costs  are  escalating  and  that  our  resources  are  limited.  A 
concerted  effort  by  all  stakeholders  is  needed  to  use  available  dollars  in  a  far 
more  efficient  and  responsible  manner.  Don't  spend  more...  spend  better! 
become  the  rallying  cry. 

The  present  institutional  funding  system  in  Alberta  is  largely  a  global 
funding  approach  which  provides  grants  to  hospitals  and  other  agencies  to 
operate  approved  programs.  The  basis  for  determination  of  institutional 
budgets  includes  historical  costs,  plus  adjustments  to  recognize  inflation, 
collective  agreements,  and  occasionally  significant  changes  and  new  programs. 
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The  nature  of  the  funding  system  causes  many  to  focus  on  the  number 
of  beds  and  occupancy  rates  as  being  of  great  importance,  with  the  majority  of 
measures  and  controls  placed  on  inputs  such  as  staffing  levels  and  hours, 
drugs,  equipment,  and  housekeeeping  costs.  One  of  the  consequences  is  that 
hospitals  attempt  to  balance  budgets  by  closing  beds  and  operating  rooms, 
which  results  in  long  waiting  lists  for  procedures. 

The  Commission  sees  the  necessity  for  major  changes  in  the  funding 
structure  with  the  emergence  of  the  Health  Authorities.  For  instance,  funding 
of  hospitals  by  Health  Authorities  should  be  based  on  level  of  complexity, 
level  of  illness  (acuity),  and  number  of  patients  treated.  In  fact.  Alberta 
Health,  in  consultation  and  conjunction  with  department,  hospital  and  pro- 
fessional representatives,  is  currently  attempting  to  develop  an  equitable  and 
effective  process  for  allocating  acute  care  funding.  An  ITmember  steering 
committee  wants  to  change  the  budget  focus  from  inputs  to  outputs,  and 
eventually  to  outcomes  —  hospital  budgets  would  recognize  the  costs  of 
in-patient  treatment,  out-patient  treatment,  facility  support,  and  other  com- 
ponents such  as  education,  research  and  shared  services.  Hospitals  would  be 
paid  an  average  cost  per  case  adjusted  for  severity,  and  hospitals  performing 
services  at  lower  than  average  cost  would  retain  the  difference  as  a  reward  for 
efficiency.  The  incentive  would  encourage  staff  to  review  cost  differences  to 
determine  the  relative  merits  of  different  ways  hospitals  provide  services.  The 
acute  care  funding  project  also  is  taking  a  hard  look  at  ambulatory  care 
services  —  emergency  treatment,  scheduled  out-patient  clinics  and  day  sur- 
igery  clinics  —  and  compiling  data  never  before  collected  on  costs,  manage- 
ment and  delivery  to  develop  a  separate  funding  system.  The  Commission  is 
{very  encouraged  by  these  efforts  and  other  suggestions  being  put  forward  for 
'discussion  by  the  members  of  the  acute  care  funding  project  team.  Prelimi- 

fiary  indications  are  that  their  recommendations  are  consistent  with  our  own 
egarding  changes  to  the  funding  structure. 

Combining  this  type  of  funding  with  programs  such  as  the  Value 
[ncentive  Program  (VIP)  at  the  Foothills  Hospital  in  Calgary,  which  decreases 
ength  of  stay  without  compromising  quality,  will  ensure  that  hospitals  are 
appropriately  funded  and  staffed  for  jobs  that  they  actually  perform.  This 
Would  decrease  inequitable  funding  for  inefficient  hospitals  or  those  not 
svorking  to  capacity. 


"The  medical  profession 
must  realize  the  costs  to 
society  when  'pills'  become 
the  solution." 

M.  Kelly 


"The  desire  of  local 
hospitals  to  have  as  many 
sophisticated  programs  and 
equipment  as  possible  is 
understandable.  The 
temptation  of  politicians  to 
yield  to  such  local  demand 
is  great.  The  end  result, 
however,  is  duplication  and 
great  expense. 

It  is  recommended  that  high 
cost  programs  and 
equipment  be  centralized.  In 
many  instances  it  would 
be  more  economical  to 
centralize  sophisticated 
programs  and  provide 
transportation  and 
temporary  accommodation 
for  family  members." 
City  of  Medicine  Hat  -  FCSS 
Advisory  Board 


The  advantage  of  a  revised  funding  procedure,  from  the  patient's  stand- 
boint,  is  that  hospitals  have  the  appropriate  personnel  and  equipment  to 
perform  necessary  services  in  a  timely  fashion.  The  Commission  also  sup- 
ports the  approaches  recommended  for  institutional  funding  by  the  Advisory 
Committee  on  the  Utilization  of  Medical  Services  -  1989  (see  Appendix  IX, 
Volume  III). 
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"The  essential  problem  in 
the  present  system  is  that 
it  is  open  ended:  the  cost  is 
determined  by  the 
demand,  and  there  are  no 
restraints  on  demand  such 
as  might  be  brought  about 
by  a  charge  to  enter  the 
system,  or  a  contribution  to 
maintenance  once  the 
system  is  entered." 
FJ.  Covill 


In  general,  the  Commission  believes  that  hospitals  should  be  classified 
and  funded  according  to  whether  they  provide  all  or  a  mix  of  services  — 
general  care,  general  and  specialty  care,  and  specialized  active  care.  Major 
medical  and  referral  centres  should  not  be  performing  services  that  can  easily 
be  provided  in  other  facilities.  Hospitals  should  receive  funding  for  other 
programs  and  services.  Therefore,  additional  costs  of  research,  including 
personnel,  should  be  financed  through  negotiation  with  government,  research 
agencies  and  the  private  sector.  As  well,  any  hospital  or  health  agency,  at  any 
level,  providing  teaching  or  training  of  health  care  personnel  should  receive 
supplemental  funding,  as  appropriate.  Classification  and  funding  will  be 
negotiated  between  hospitals  and  the  Health  Authority  and  approved  by 
Alberta  Health. 


"It  is  recommended  that  the 
use  of  rural  hospitals 
with  low  occupancy  rates  be 
maximized.  E.g.  halfway 
houses,  shelters,  hospice 
care,  adult  day  care." 
Big  Country  Health  Unit 


"It  has  been  set  out... 
that  the  rate  of  growth  in 
institutional  services  should 
be  reduced.  However,  in 
attempting  to  reduce  the 
rate  of  growth,  one  should 
look  for  facilities  which  are 
able  to  respond  to  society's 
growing  expectations  for 
environment  and  program 
capability.  This  will  avoid 
the  "tenement  housing' 
syndrome  and  create 
incentives  for  positive 
market  forces.  It  will  also 
help  all  parties  focus  on 
the  quality  rather  than  the 
quantity  of  services  within 
the  sector." 

Alberta  Long-Term  Care 
Association 


Information  about  hospitals  —  their  classification,  rate  of  success  and 
failure  with  respect  to  procedures  and  medical  problems,  and  volume  of 
services  —  has  to  be  publicly  presented  by  Health  Authorities.  Consumers 
should  know  what  different  hospitals  and  agencies  are  capable  of  providing  to 
ensure,  whenever  possible,  that  they  are  treated  in  the  most  appropriate 
facility  closest  to  their  home  or  community. 

Health  Authorities  could  designate  some  facilities  as  "multi-level"  to 
accommodate  a  mix  of  long-term,  rehabilitation,  respite  and  acute  care, 
particularly  in  rural  areas.  In  these  smaller  communities,  a  broad  range  of 
needs  are  usually  met  within  a  single  local  facility.  Designation  and  appropri- 
ate funding  of  the  beds  in  these  facilities  in  accordance  with  actual  utilization 
would  allow  more  efficient  use  of  these  community  resources.  Through 
personalized  and  direct  funding,  and  appropriate  case-mix  funding,  such  a 
facility  would  have  the  flexibility  to  meet  the  needs  of  that  community.  To  the 
government  this  would  mean  maximum  utilization  of  the  many  hospital  beds 
in  the  province.  To  the  patient  this  would  mean  coordinated  community  care, 
integrated  with  necessary  hospital  care. 
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The  Commission  believes  that,  if  funds  for  the  building  of  new  hospitals 
are  not  constrained,  the  ability  of  the  provincial  government  to  provide  funds 
for  the  operation  of  existing  hospitals  and  for  community  services  will 
become  more  limited.  It  is  not  well-known  that  approximately  one-third  of  the 
capital  cost  of  a  hospital  is  needed  each  year  to  run  that  hospital  once  it  is  fully 
operational.  Essentially,  this  means  that  every  three  years,  we  "build  another 
hospital"  through  these  operating  costs  which  are  ongoing  for  the  life  of  the 
facility.  Obviously,  our  ability  to  spend  dollars  on  non-institutional,  community- 
based  programs  will  be  severely  inhibited  if  the  institutional  side  continues  to 
grow.  If  more  money  for  non-institutional  programs  and  for  running  existing 
facilities  is  to  be  found,  the  Commission  feels  it  would  be  best  for  government 
to  curtail  investment  in  new,  as  yet  to  be  approved,  hospitals  at  least  until  the 
year  2000. 

The  Commission  also  heard  the  concerns  of  stakeholders  regarding  the 
uncertainty  of  funding.  We  believe  that  the  funding  system  must  be  stable  and 
predictable.  The  current  budgetary  cycles  do  not  allow  for  meaningful  medium 
to  long  range  financial,  physical,  program  and  manpower  planning.  The 
various  methods  of  funding  capital  and  operating  costs  are  inconsistent  and 
difficult  to  rationalize  —  they  do  not  always  emphasize  a  consistent  vision  of 
health  and  the  health  system.  Health  Authorities  should  be  in  the  position  to 
negotiate  three-  to  five-year  budgets  and  develop  five-  to  ten-year  long-range 
plans  in  an  atmosphere  of  confidence  —  knowing  that  funding  will  not  fall 
below  a  certain  level.  There  should  be  some  measure  of  guaranteed  commit- 
ment if  Health  Authorities  are  to  operate  and  deliver  an  appropriate  quality 
and  variety  of  health  care  services. 

Furthermore,  the  vast  bulk  of  medical  services  in  Alberta  is  provided  by 
physicians  and  other  practitioners  and  funded  on  a  fee-for-service  basis. 
While  other  arrangements  such  as  sessional  payments  do  exist  in  specific 
instances,  this  represents  a  small  proportion  of  the  total  practitioner  funding 
system.  A  minority  of  practitioners,  employed  by  hospitals,  is  paid  by  salary. 
Incentive  bonuses  or  other  awards  are  not  given  by  hospitals. 


"My  view  you  know  is 
that  the  ultimate 
destination  of  all 
nursing  is  the  nursing 
of  the  sick  in  their  own 
homes...  I  look  to  the 
abolition  of  all  hospitals 
and  workhouse  infir- 
maries. But  it  is  no  use 
to  talk  about  the  year 
2000..." 

Florence  Nightingale 


"We  know  in  our  hearts 
that  we  are  in  the  world 
for  keeps,  yet  we  are 
still  tackling  20-year 
problems  with  five- 
year  plans  staffed  by 
two-year  personnel 
working  with  one-year 
appropriations.  It's 
simply  not  good 
enough." 
Harlan  Cleveland 

Source:  The  Futurist, 
December  1985 
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"The  main  problem  with 
the  German  health 
system  is  that  the 
controllers  of  the 
money,  the  insurance 
funds,  have  insufficient 
control  over  the 
providers  of  health." 

Source:  European  News 


"It  is  recommended  that  a 
formula  funding  system 
based  on  regional  needs 
and  volume  driven  be 
considered." 
Medicine  Hat  Regional 
Hospital 


Physicians  have  been  assigned  the  major  responsibiHty  for  admission, 
diagnosis  and  treatment  of  patients.  As  a  consequence,  the  fee-for-service 
system,  while  it  rewards  productivity,  may  also  encourage  utilization  —  some 
of  which  may  be  unnecessary.  Payment  mechanisms  must  be  the  responsibil- 
ity of  the  Health  Authorities  who  will  determine  the  best  mix  of  remunera- 
tion methods  in  negotiation  with  health  care  providers.  Careful  considera- 
tion and  implementation  of  new  approaches  will  ensure  improvements  in  the 
delivery  system. 

The  Commission  acknowledges  the  complexity  of  the  system  and  the 
difficulty  in  developing  a  funding  mechanism  that  addresses  all  aspects  of  the 
system.  We  concede  that  no  single  funding  system  for  institutions  and 
practitioners  will  be  perfect  and  satisfactory  to  all  stakeholders.  Nonetheless, 
improvements  can  be  made  to  the  existing  systems.  It  is  imperative  that 
review  and  revision  to  the  funding  system  occur  through  consultation  and 
cooperation  between  Alberta  Health  and  all  interested  parties. 

13.0  THERl^FORE,  WE  RECOMMEND  that  the  Government  of  Alberta 
declare  health  and  health  care  as  high  priority  services,  including 
those  which  are  defined  as  basic  to  the  Alberta  Health  Care  Insur- 
ance Plan,  and  thus  ensure  and  protect  budget  allocations  during 
periods  of  economic  restraint;  and 


13.1  that  Alberta  Health  disburse  health  and  health  care  funds  directly  to 
individual  Health  Authorities  which  are  responsible  for  provision  of 
services,  including  appropriate  methods  of  compensation,  within  their 
administrative  areas. 

Directions  for  Implementation 


"It  is  recommended  that 
health  care  should  be  a 
priority  with  the  govern- 
ment and  cutbacks  in  this 
area  should  be  kept  to  a 
minimum." 
Women  of  Unifarm 


The  Commission  believes  that  lack  of  stability  of  funding  deters  the 
administrators  of  the  provincial  health  care  system  from  planning  beyond  the 
short-term.  Long-term  planning  is  an  essential  element  of  fiscal  responsibil- 
ity. To  stifle  this  activity  is  contrary  to  the  principles  and  essentials  which 
formed  the  basis  for  the  Commissions  vision  of  future  health  care  for 
Albertans. 

We  recognize  the  volatility  of  the  provincial  economy  and  appreciate  the 
significance  of  the  existence  of  the  Alberta  Heritage  Savings  Trust  Fund. 
Estimated  annual  revenue  generation  is  obviously  the  determining  factor  in 
budget  allocations  for  social  programs.  Nonetheless,  we  maintain  that  spc 
cific  protection  is  necessary  in  the  area  of  health  and  health  care  services.  The 
Commission  wants  health  and  health  care,  including  basic  coverage  under 
the  Alberta  Health  Care  Insurance  Plan,  to  be  declared  high  priority  services. 
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Despite  royalty  funds  previously  accumulated  in  the  Heritage  Fund  now 
being  directed  to  the  general  revenues  of  the  province,  operating  funds  for 
health  care  have  faced  cuts  in  years  of  economic  downturn.  Government 
should  explore  the  feasibility  and  advisability  of  various  methods  of  stabiliz- 
ing health  care  funding  to  even  out  budget  uncertainty  —  particularly  with 
the  establishment  of  the  Health  Authorities  which  will  be  mandated  to 
manage  and  disburse  funds,  and  expected  to  long-range  plan. 

For  instance,  other  provinces  —  British  Columbia  and  Manitoba  — 
have  established  budget  stabilization  funds  for  protection  against  periods  of 
economic  restraint.  Both  accumulate  monies  during  "exceptional  revenue" 
years  and  add  proceeds  from  the  sale  of  Crown  corporations.  Alberta  might 
consider  something  similar,  but  earmarked  for  health.  Another  possibility, 
during  restraint,  would  be  to  channel  lottery  fund  profits  into  operating 
budgets  of  only  those  Health  Authorities  which  may  face  a  short-fall.  Increasing 
premiums  is  an  additional  option,  as  would  be  cutting  back  on  certain  capital 
projects. 

Health  Authorities  should  be  allocated  global  budgets,  including  an 
incentive  component,  according  to  their  needs  and  priorities.  Regions  would 
be  funded  on  a  longer  term  basis  using  three-  to  five-  and  five-  to  ten-year 
plans.  Such  global  funding  could  be  per-capita  based,  adjusted  for  demo- 
'graphy,  epidemiology,  and  other  socio-economic  factors. 

1        Obtaining  operating  and  capital  funds  would  involve  the  negotiation 
j  I  and  approval  of  a  contract  between  Alberta  Health  and  each  Authority  for 
'delivering  services  during  a  minimum  of  the  next  three  fiscal  years,  depend- 
^ent  on  approval-in-principle  of  the  long-range  plan.  This  would  allow  Author- 
lities  to  manage  their  full  budget  on  a  global  not  line-by-line  basis;  and  to 
{negotiate  contract  services  within  the  region  as  appropriate  to  carry  out  their 
1  jplans. 
|j 

!  {        An  incentive  component  might  be  established,  for  example,  to  allow  for 
jsurpluses  generated  through  cost-efficient  provision  of  agreed-upon  services 
j  ito  be  rebated  to  individuals  and/or  families  participating  in  the  programs  of 
i  Ithe  Authority,  to  member-organizations  in  the  region,  or  to  the  provincial 
I  igovernment  on  an  agreed-upon  basis.  For  example,  if  the  overall  annual  budget 
i  jfor  an  Authority  were  $200  million  and  services  were  provided  satisfactorily 
I  iwith  a  savings  of  $25  million,  the  Health  Authority  could  decide  to  return  $5 
■  Imillion  to  the  government,  $10  million  to  the  individuals  and/or  families,  and 
Iretain  $10  million  to  be  distributed  as  deemed  appropriate  by  the  regional 
board.  Within  the  $10  million  being  rebated  to  participants,  $7.5  million 
could  be  rebated  to  all  participants  on  an  equal  basis,  while  $2.5  million  could 
be  rebated  as  a  bonus  to  those  individuals/families  who  were  awarded  "health 
points"  for  maintaining  healthy  lifestyle  behaviours  which  resulted  in  less 
cost  to  the  system. 


"It  is  recommended  that  a 
Health  Care  Legacy  Fund' 
should  be  established  to 
give  Albertans  on 
opportunity  to  make 
tax-deductible  donations 
to  Alberta  Health  Care." 
J.  Laurie 


"It  is  recommended  that, 
with  reference  to  the 
[proposed]  establishment  of 
a  Crown  Corporation  to 
regionally  manage  the 
health  care  system, 
funding  from  the  Crown 
Corporation  should  be 
established  as  a  regional 
base  with  each  region 
receiving  a  global  budget  to 
operate  all  health  care 
needs  for  the  region.  This 
budget  is  to  be  determined 
by  the  utilization  needs  and 
program  allocation  in  all 
regions.  Each  region  will 
prepare  an  annual  budget 
of  its  expected  needs, 
approved  by  the  Board  of 
Directors." 
D.  Dooley 
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"...I  believe  that  too  much 
emphasis  and  capital  has 
been  placed  on  capital 
(physical)  investment. 
Successful  business  today 
invests  in  people  (not 
necessarily  professional) 
with  more  and  more 
functions  being  handled  by 
our  very  rapidly  growing 
technology." 
Aaron  Shtabsky,  Q.C. 


"It  is  recommended  that  a 
variety  of  sources  of 
funding  be  identified  and 
utilized.  These  to  include: 
lotteries,  user  fees, 
additional  targeted  health 
premiums,  local  campaigns 
in  the  private  sector  and 
increase  in  federal  funding." 
Health  Unit  Association  of 
Alberta 


Health  Authorities  would  be  allowed  to  raise  additional  funds  to  supple- 
ment the  approved  provincial  budget.  Any  variety  of  methods  might  be  used 

—  they  could  borrow,  sell  debentures,  hold  lotteries,  launch  direct  appeal 
campaigns,  establish  a  fund-raising  foundation,  or  introduce  user  fees  for 
services  outside  the  Canada  Health  Act.  Elected  trustees  managing  the 
Health  Authorities  would  be  responsible  and  accountable  to  their  constitu- 
ents for  determining  extra  services  and  distributing  these  resources  accord- 
ing to  local  priorities. 

Alberta  Health  would  have  to  institute  special  mechanisms  to  fund 
tertiary  and  specialized  health  care  services  that  do  not  fall  under  regional 
jurisdiction,  but  are  considered  provincial  in  scope.  Currently,  the  Minister 
and  the  department  receive  advice  on  specialized  patient-care  facilities,  profes- 
sional skills  and  high-cost  medical  technology  from  wide  and  diverse  sources 

—  professional  organizations,  hospital  boards,  individuals,  and  specifically- 
created  standing  and  ad  hoc  committees.  There  is  little  or  no  effective, 
ongoing  coordination  of  tertiary  services  within  and  between  specialty  hospi- 
tals, or  with  acute  care  hospitals.  To  make  judgements  on  adopting  new 
advances  in  treatment  more  effectively,  the  Commission  suggests  that  the 
people,  the  system,  the  regions,  the  department  and  the  government  might  be 
better  served  by  a  provincial  advisory  council  on  tertiary  care  services. 
Reporting  directly  to  the  Minister,  the  council  should  include  representation 
from  the  medical  and  nursing  faculties  of  the  universities  and  other  post- 
secondary  institutions  offering  health  disciplines;  the  Alberta  Heritage  Foun- 
dation for  Health  Research  and  the  Alberta  Foundation  for  Nursing  Research; 
the  department  and  the  Advocate  for  a  Healthy  Alberta;  and,  most  importantly, 
consumers.  The  council  would  develop  criteria  for  funding  and  development 
priorities  based  on  the  impact  of  proposed  or  needed  services  on  Albertans. 
Consultation  and  coordination  with  jurisdictions  outside  the  province  is 
strongly  advised. 


Regional  responsibility  for  negotiating  compensation  would  allow  Health 
Authorities  reasonable  flexibility  to  attract  service  providers  to  their  areas.  A 
more  mixed  system  of  remuneration  methods  which  benefit  from  the  strength 
of  each  payment  method  is  a  desirable  objective.  Fee  for  service,  contract  for 
service,  and  salary  are  all  reasonable  forms  of  reimbursement,  and  should  be 
so  recognized  by  both  payers  and  providers.  It  is  not  necessary  to  have  one 
particular  system  for  all  providers,  in  all  parts  of  the  province.  Basically,  every 
method  of  payment  has  built-in  incentives.  The  development  of  incentive- 
based  systems  could  create  behaviour  which  moves  the  system  toward  provin 
cial  and  regional  goals. 


Methods  other  than  fee-for-service  should  be  investigated  and  impk- 
mented  where  there  is  evidence  that  such  a  payment  system  would  result  in  a 
more  equitable  compensation  for  providers. .  .better  service  to  consumers. .  .and 
at  a  cost  which  is  acceptable  and  affordable  to  the  Health  Authorities. 
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RESEARCH  AND  TECHNOLOGY:  A  HEALTHY  CLIMATE 

The  foundations  for  the  growing  research  and  technology  sector  in  the 
province  were  laid  in  1921  with  the  establishment  of  the  Alberta  Research 
Council.  While  much  of  the  activity  has  centred  on  the  technologies  associated 
with  the  natural  resource-based  industries  and  earned  Albertans  an  interna- 
tional reputation  for  their  expertise,  recent  years  have  seen  the  emergence  of 
more  than  1,000  advanced  technology  firms  involved  in  various  fields.  The 
efforts  of  more  than  35,000  people  are  being  applied  in  fields  like  medical 
research  and  biotechnology,  telecommunications  and  electronics,  computers 
and  software,  and  advanced  materials  development. 

The  cooperative  partnership  that  has  generated  this  activity  and  created 
this  healthy  climate  involves  the  private  sector,  the  universities  and  other 
post-secondary  institutions,  and  the  provincial  government.  Since  1983,  the 
government  has  invested  more  than  $1.6  billion  to  support  scientific  develop- 
ment. The  commitment  in  1987/88  was  $240  million,  resulting  in  the 
highest  per  capita  expenditure  of  any  of  the  provinces. 

The  major  boost  to  bring  medical  research  to  the  forefront  in  Alberta 
was  the  establishment  in  1980  of  the  Alberta  Heritage  Foundation  for 
^1  Medical  Research.  Interest  earned  on  a  Heritage  Fund  endowment  of  $300 
I  million  has  been  used  to  create  a  world-class  research  environment.  The 
Foundation  currently  awards  about  $35  million  each  year  —  about  40  per 
I  cent  is  used  to  fund  state-of-the-art  projects  which  have  attracted  internationally 
'  acclaimed  researchers  to  Alberta;  30  per  cent  is  allocated  to  training  young 
I  scientists;  and  the  balance  is  for  equipment  and  a  small  amount  for  adminis- 
,  trative  expenses.  In  the  past  decade,  the  Foundation  for  Medical  Research  has 
1  spent  $54.8  million  on  two  major  research  facilities  —  $26.8  million  at  the 
I  University  of  Alberta  in  Edmonton,  and  $28  million  at  the  University  of 
Calgary. 

Overall,  the  Alberta  Heritage  Foundation  for  Medical  Research  has 
1  funded  the  activities  of  more  than  145  renowned  scientists  in  Alberta,  and 
I  has  supported  the  studies  of  close  to  3,000  students  since  1980.  This  is  a 
I  j  remarkable  achievement  for  one  organization.  Clearly,  Alberta  is  moving  to 
I J  be  a  major  scientific  "brain  trust",  thanks  in  large  part  to  the  introduction  of 
I  the  Alberta  Heritage  Foundation  for  Medical  Research. 


"Provision  of  excellent 
health  care  for  all 
Albertans  requires  research 
and  the  application  of 
research  findings." 
Faculty  of  Home  Economics, 
University  of  Alberta 


"The  programs  of  the 
Foundation  have 
produced  a  unique 
medical  research 
milieu  that  is  likely  not 
matched  elsewhere  in 
the  world." 
Dr.  Jack  Laidlaw, 
Chairman,  International 
Board  of  Review,  Alberta 
Heritage  Foundation  for 
Medical  ResearcFi 


AHFMR  has  contributed 
more  money  per  capita 
for  medical  research 
than  any  other 
province,  state,  or 
country  in  the  world. 
(As  of  January,  1989, 
$275  million.) 
AHFMR  Brochure 
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"At  the  national  level, 
Canada  spends  more  than 
$6  billion  a  year  on  nursing 
services,  yet  financial 
support  of  nursing  research 
at  the  national  level  has 
been  very  limited." 
Alberta  Foundation  for 
Nursing  Research 


The  Commission  would  like  to  remind  people  that  not  all  doctors  are 
physicians.  Indeed,  the  most  substantial  contributions  to  research  in  the 
health  and  medical  fields  have  been  made  —  not  by  medical  doctors  —  but  by 
research  scientists  who  have  earned  doctoral  degrees  (PhDs)  in  a  variety  of 
disciplines.  Some  medically  trained  doctors  do  conduct  research,  but  rela- 
tively few  are  attracted  to  the  scientific  arena.  Other  worthwhile  innovations 
in  health  care  research  are  made  by  nurses  who  have  PhDs.  The  efforts  of 
researchers  and  scientists  are  complemented  by  highly  skilled  technicians  and 
technologists  who  specialize  in  a  variety  of  disciplines. 


"It  is  recommended  that 
there  is  encouragement  of 
medical  research  and 
development  in  the 
province  to  compete  with 
the  Swiss  and  German 
companies." 
Alberta  Society  of 
Orthopaedic  Surgeons 


"...it  seems  essential  that 
somehow  we  make  a  very 
serious  effort  to  help  the 
public  at  large  to 
understand  that  high  cost 
technology  should  be 
directed  toward  potentially 
positive  outcomes  and  not 
used  as  pacifiers  to  satisfy 
ourselves  that  we  have 
done  everything  we  could." 
Mr  G.  Vanhooren 


The  major  funders  of  health  research  in  Alberta  are  the  provincial  and 
federal  governments,  the  Alberta  Heritage  Foundation  for  Medical  Research, 
the  Alberta  Foundation  for  Nursing  Research,  Alberta  Health,  and  national 
bodies  such  as  the  Medical  Research  Council,  the  National  Research  Council, 
and  the  National  Health  and  Research  Development  Program.  For  mental 
health  research,  the  major  funder  is  the  Provincial  Mental  Health  Advisory 
Council.  Other  major  sources  of  funding  are  the  pharmaceutical  industry  and 
non-governmental  organizations.  Indeed,  volunteer  organizations  such  as  the 
Canadian  Cancer  Society,  the  Canadian  Heart  and  Stroke  Foundation,  and 
many  others  provide  additional  sources  of  revenue,  raised  entirely  through 
the  efforts  and  energy  of  hundreds  of  thousands  of  volunteers  in  Alberta,  and 
throughout  Canada. 

Almost  all  of  these  activities  have  combined  to  heighten  the  awareness 
and  prestige  of  research  and  technological  advances  in  the  medical  field. 
Alberta  is  seen  as  a  very  exciting  place  for  such  researchers  —  but  we  must 
broaden  our  horizons  to  include  research  in  the  health  and  health  care 
systems.  Thus,  the  province  would  enhance  its  ability  to  attract,  maintain, 
and  nurture  a  wider  variety  of  high  calibre  researchers,  encompassing  the 
entire  health  care  domain. 

The  need  for  health  technology  to  support  the  health  system  is  under- 
stood by  all  Canadians.  Society's  ongoing  demands  for  higher  quality  health 
care  has  encouraged  the  development  of  a  large,  international  medical  device, 
pharmaceutical  and  toiletry  industry,  projected  to  be  worth  $100  billion  in 
1990. 


The  Commission  is  convinced  that  there  should  be  increasing  concern 
about  evolving  technology.  A  comprehensive,  continuous,  and  consolidated 
assessment  of  technologies  should  be  in  place.  This  assessment  should 
include  scientific,  medical/clinical  effectiveness,  efficiency,  and  safety;  cur- 
rent necessity  and  effectiveness,  including  direct  and  indirect  costs;  and 
social/psychological  impact  including  possible  legal  and  ethical  dilemmas. 
The  result  of  both  the  research  and  technology  assessment  should  be  commu 
nicated  in  an  easily  understood  format  to  a  wide  audience  throughout  the 
health  and  health  care  community,  and  to  the  Health  Authorities. 
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The  fundamental  process  of  selecting  and  collecting  information,  com- 
bining information  from  different  sources,  and  disseminating  that  informa- 
tion is  seen  to  be  at  the  heart  of  the  technology  assessment  process. 

In  Canada,  technology  assessment  activities  occur  at  both  federal  and 
provincial  levels.  The  federal  government  s  Health  Protection  Branch  assures 
the  evaluation  of  drugs  and  some  medical  devices  for  safety  and  effectiveness 
prior  to  authorizing  their  general  use.  The  Canadian  Standards  Association 
also  evaluates  medical  devices  from  the  standpoint  of  electrical,  radiation, 
and  mechanical  safety  before  granting  their  seal  of  approval. 

In  Alberta,  health  technology  assessment  activities  are  done  on  a 
voluntary  basis  for  various  purposes.  For  example,  in  a  medical  teaching 
centre,  clinical  trials  may  be  undertaken  with  or  without  special  funding  at 
the  initiative  of  clinicians,  post-graduate  students,  researchers  and  so  forth. 
The  results  of  such  studies  are  usually  published  in  journals.  Many  of  the 
studies  compare  the  outcome  or  effectiveness  of  one  clinical  technology  to 
another.  In  other  situations,  such  as  the  assessment  of  orthotic  and  prosthetic 
devices,  the  merits  of  a  particular  technology  may  be  assessed  by  simple 
observation  combined  with  trial  and  error.  As  well,  it  is  common  to  share 
j  experiences  and  information  through  consultations,  teaching  sessions  and 
{conferences.  In  selected  areas,  the  College  of  Physicians  and  Surgeons,  the 
'  Alberta  Medical  Association  and  various  other  professional  groups  may  issue 
guidelines  for  the  use  of  certain  technologies  that  can  be  said  to  represent  the 
1  results  of  an  evaluation  process. 


"Solutions  to  some  of 
today's  problems  in  health 
care  have  appeared  in  the 
research  literature  but 
have  not  yet  been  applied  in 
practice.  The  reason  for 
this  is  that  change  requires 
some  impetus  or  energy  to 
initiate  the  change.  Also, 
individuals  tend  to  be 
conservative  and  avoid 
changes  that  are 
disruptive  to  the  normal  or 
traditional  ways  of  doing 
things. 

It  is  recommended  that 
incentives  be  provided  to 
health  care  organizations  to 
incorporate  research 
findings  into  their 
operations." 
University  of  Alberta 


The  general  conclusion  is  that  health  technology  assessment  in  Alberta 
is  a  sporadic  and  spontaneous  type  of  activity.  In  the  case  of  costly  new 
equipment,  or  programs  embodying  new  forms  of  technology,  the  assessment 
process  is  largely  a  matter  of  writing  reports  based  on  published  sources  in  an 
effort  to  convince  government  officials  that  the  sought-after  technology  is 
worthwhile,  beneficial  and  probably  cost-effective.  Government  s  response  is 
usually  to  ask  a  few  questions  and  seek  clarification,  or  to  form  an  advisory 
committee  to  make  recommendations.  But  such  advisory  committees  are 
almost  never  provided  with  the  funding  needed  to  conduct  their  own  inde- 
pendent assessments. 

I  Historically,  the  constraints  on  technology  have  occurred  because  the 
provincial  government  channelled  most  new  technology  through  the  hospital 
kystem  by  maintaining  control  over  operating  and  capital  budgets.  However, 
hospitals  are  increasingly  turning  to  private  fund-raising  efforts  to  elude  the 
restrictions  of  provincial  budgetary  controls. 
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Broadly  speaking,  since  the  ability  to  generate  funds  may  not  necessarily 
correspond  with  need,  there  is  some  concern  that  the  resulting  resource 
allocations  may  not  serve  the  interests  of  a  balanced  system  —  nor  improve 
the  quality  of  care  in  the  most  timely  manner.  There  are  signs  of  increasing 
friction  between  government  and  providers  of  care  about  the  funding  and 
provision  of  health  services  in  general,  and  about  the  introduction  and 
utilization  of  health  technology  in  particular. 

In  response  to  many  of  the  concerns  expressed  by  various  authorities 
regarding  the  lack  of  a  technology  assessment  process  to  guide  government  s 
planning  and  resource  allocation  decisions  in  health  care.  Alberta  Health 
initiated  a  process  of  enquiry  in  this  area.  The  results  confirm  the  view  that 
the  government  should  take  the  lead  in  setting  up  and  supporting  a  health 
technology  assessment  function  in  this  province. 


"It  is  recommended  that 
encouragement  is  needed 
for  people  to  become 
involved  in  research,  to 
evaluate  and  to  share  their 
findings." 
Mmburn/Vermilion 
Health  Unit 


"For  at  least  14  years  the 
statement  has  been  made 
that  half  of  what  the 
medical  profession  does  is 
of  unverified  effectiveness. 
Surprisingly,  there  is  no 
meaningful  evidence  to 
disprove  such  a  claim.  In 
the  words  of  one  scientist, 
the  fundamental  assess- 
ments of  whether  procedure 
A  or  B  works  better,  just 
haven't  been  done." 
Dr.  R.Y.  McMurtry 


Alberta  Health  has  a  small  group  of  experts,  who  advise  on  new  tech- 
nology, but  do  not  have  a  formal  mandate  or  adequate  resources  to  do  as  much 
as  should  be  done.  Currently,  efforts  initiated  by  the  department  to  coordinate 
such  activities  at  the  provincial  level  are  steps  in  the  right  direction.  However, 
no  province  currently  has  a  formal  coordination  mechanism  to  cover  technol- 
ogy in  its  broader  framework  with  the  credibility  and  competence  necessary  to 
involve  stakeholders  to  the  extent  that  the  results  of  the  assessment  would  be 
respected  and  implemented. 

The  Commission  believes  the  time  has  long-passed  when  ad  hoc  responses 
to  advancing  technology  are  a  sufficient  base  for  decisions.  We  need  mecha- 
nisms in  place  which  will  involve  assessing  health  technology  in  its  broadest 
sense.  We  must  review  and  synthesize  scientific  information  concerning 
health,  economic,  social,  and  ethical  issues.  Alberta  needs  a  formal,  reputable 
agency  to  act  as  a  clearing  house  for  such  information. 

Realigning  research 

Research  involves  investigating  and  inquiring  about  something  in  a 
systematic  way.  There  are  many  types  of  health  research.  One  type  examines 
causes  and  treatments  of  diseases  that  influence  the  health  status  of  people; 
another  examines  how  health  services  are  delivered;  and  yet  another  deals 
with  how  useful  health  services  are.  The  purpose  of  this  research  is  to 
increase  our  general  knowledge  of  health  and  health  service  delivery.  Overall, 
unfortunately,  such  research  is  viewed  more  as  an  adjunct  to  the  health 
system  rather  than  as  an  integral  part  of  the  system. 
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Relatively  more  resources  —  money,  people,  and  facilities  —  are  devoted 
to  the  diagnosis  and  treatment  of  illness,  and  the  search  for  cures.  As  well, 
most  resources  are  devoted  to  basic  and  laboratory  research,  with  far  lesser 
allocation  to  clinically  applied  research,  measurement  of  treatment  out- 
comes, research  related  to  health  promotion  and  illness/injury  prevention,  or 
investigations  of  health  service  delivery. 

In  fact,  other  than  the  Alberta  Foundation  for  Nursing  Research, 
research  support  within  the  broader  definition  of  health  is  relatively  sparse  in 
Alberta.  This  means  that  little  study  is  occurring  on  the  impact  of  environ- 
mental, social  and  economic  policies  on  the  health  of  individuals,  families  and 
communities,  and  on  conflict  prevention  and  management.  There  is  little 
attention  paid  to  researching  alternative  health  systems  and  health  providers, 
managing  the  health  system,  and  possible  future  health  systems. 

Not  enough  emphasis  is  placed  on  evolving  and  critical  issues  such  as 
the  problems  of  adolescents  and  their  parents,  aging,  addictions.  Native 
health,  and  mental  health.  Groups  with  specific  needs  should  advocate  for 

1  research  in  these  areas.  Research  into  special  problems  will  have  to  be 
balanced  with  the  need  for  research  in  the  areas  of  promotion  and  prevention. 

j  In  turn,  the  level  of  clinical  and  biomedical  research  will  have  to  be  balanced 

[  with  the  social  sciences,  and  the  management  and  delivery  of  health  and 

'  health  care  services. 

j        Health  research  must  be  more  aptly  reflected  in  advanced  education 
J  programs  which  train  people  in  the  health  disciplines,  as  well  as  administra- 
I  tion,  computer  sciences  and  other  appropriate  areas.  Employment  opportuni- 
!  ties  would  expand  to  include  different  types  of  professionals  to  accommodate 
innovations  in  the  health  and  health  care  systems  industry,  developed  through 
Alberta-based  research  activities.  For  example,  some  communities  may  request 
a  "hospital-in-the-community"  service  rather  than  building  a  new  hospital 
once  the  results  of  research  and  evaluation  have  been  published  and  discussed. 
Other  communities  might  want  to  convert  their  small  hospitals  into  primary 
health  and  extended  care  centres  if  the  research  shows  that  the  citizens  can 
receive  better  care  by  stabilizing  and  transferring  acute  care  cases,  while 
attending  locally  to  those  requiring  long-term  care. 

There  has  been  no  overall  direction  for  this  kind  of  health  research  in 
Alberta.  However,  there  is  much  better  research  direction  for  basic  laboratory 
research,  especially  research  funded  by  the  Alberta  Heritage  Foundation  for 
Medical  Research  and  by  national  agencies. 


"It  is  recommended  that  an 
endowment  sufficient  to 
properly  fund  o  world  class 
Injury  Prevention  and 
Research  Foundation  be 
transferred  from  the 
Heritage  Saving  Trust  Fund 
and  added  to  the  Alberta 
Heritage  Foundation  for 
Medical  Research  (AHFMR) 
and  earmarked  specifically 
for  injury  prevention  and 
control  research  projects." 
Injury  Awareness  and 
Prevention  Centre, 
University  of  Alberta 


"It  is  recommended  that 
research  money  should  be 
made  available  to  study  the 
health  needs  of  the 
elderly,  focusing  on  disease 
prevention,  nutrition,  drug 
interactions,  environmental 
diseases,  adverse  and 
positive  effects  of  mega- 
vitamins  and  other 
over-the-counter  drugs  and 
alternative  therapies. 
Clinical  trials  should  include 
all  age  groups." 
Consumers  Assocation  of 
Canada 


"There  is  a  need  to  develop 
a  research  base  in  order 
that  sound  decisions  be 
made.  Too  often,  there  is 
no  data  available  to 
determine  the  need  or 
desirability  of  establishing 
and  implementing  change 
in  the  health  care  system." 
University  of  Calgan/  — 
Faculty  of  Medicine 
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"It  is  recommended  that  the 
Government  of  Alberta 
initiate  an  Alberta  Heritage 
Foundation  for  Primary 
Health  Care  Research." 
Sturgeon  Healtli  Unit 


Research  is  an  invaluable  part  of  a  balanced,  carini^,  and  responsive 
svstem  and  a  prerequisite  tor  the  svstem  to  be  \'irtuallv  self-renewing  and 
sustainable.  The  Commission  believes  that  Alberta's  efforts  must  increas- 
inglv  emphasize  research  into  health  care  svstems,  health  status,  intervention 
outcomes,  health  promotion,  and  illness  and  injury  prevention  —  while  main- 
taining research  into  the  causes,  care  and  cure  of  diseases. 


Ideallv.  much  health  research  should  focus  on  people  and  their  needs.  It 
pro\'ides  us  with  information  regarding  effective  alternatives,  and  with  knowl- 
edge to  help  us  make  choices.  Through  research,  Albertans  —  individually 
and  collectively  —  should  learn  to  understand  and  respond  to  the  challenges 
of  change.  In  fact,  research  should  provide  Albertans  with  the  opportunity  to 
face,  direct,  and  even  instigate,  some  of  these  changes. 


"It  is  recommended  that 
medical  research  bodies 
include  suicide  prevention 
as  a  legitimate  area  of 
funded  study." 
Suicide  Prevention  Provincial 
Advisory  Committee 


Results  of  research  then  would  both  identify  and  better  serve  our  needs, 
and  research  issues  and  topics  would  match  the  health  and  the  health  care 
concerns  of  Albertans.  Priorities  would  be  established  and  reviewed  on  an 
ongoing  basis  with  suggestions  from  individual  Albertans,  as  well  as  those 
involved  in  the  health  and  health  care  fields. 

Through  a  process  of  information  transfer,  and  dialogue  and  discussion, 
research  done  in  Alberta  would  reflect  the  the  priorities  set  by  Albertans  — 
consumers,  pro\'iders,  managers,  business  people,  educators,  academics,  and 
researchers.  It  would  also  be  communicated  on  a  regular  basis  and  in  an 
understandable  form.  This  would  increase  opportunities  for  the  findings  to 
be  put  into  practice.  For  example,  social  marketing  research  may  reveal  that 
health  promotional  programs  are  more  effective  if  they  are  focused  on  one 
particular  group  —  or  it  may  show  that  the  more  generalized,  simple  message 
is  more  effective  with  topics  such  as  exercising  to  keep  our  bodies  healthy ;  but 
not  with  other  topics  such  as  learning  to  cope  with  the  stress  created  by  a 
family  member  suffering  from  substance  abuse. 


"It  is  recommended  that 
published  worldwide 
research  should  be  made 
easily  available  at  a 
central  facility." 
P  Vipond 


The  process  of  receiving  input  from  many  to  help  set  priorities  in 
research,  and  communicating  the  results  of  this  research  to  the  public  will 
result  in  heightened  awareness  and  familiarity  with  the  multiple  roles  research 
plays  in  the  health  and  health  care  system. 
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14.0  THEREFORE,  WE  RECOMMEND  that  the  mandate  of  the  Alberta 
Heritage  Foundation  for  Medical  Research  be  reviewed  and  expanded 
to  include  research  into  health  care  systems,  health  status,  interven- 
tion outcomes,  and  promotion  and  prevention; 

14.1  that  the  name  of  the  Foundation  be  changed  to  the  Alberta  Heritage 
Foundation  for  Health  Research  to  reflect  its  expanded  mandate; 

14.2  that  funding  to  the  Foundation  from  the  original  Alberta  Heritage 
I         Savings  Trust  Fund  endowment  be  increased  annually  at  a  minimum  of 

one  per  cent  for  10  years,  with  the  cumulative  increase  dedicated  to 
accommodate  the  expanded  mandate; 

14.3  that  a  separate  review  panel,  representing  health  and  academic  institu- 
tions, health  professions,  industry  the  Health  Authorities,  the  Advo- 
cate for  a  Healthy  Alberta,  government  and  the  Foundation,  be  estab- 
lished to  deal  with  these  additional  areas  of  research; 

14.4  that  the  findings  of  these  specialized  research  activities  be  reported  to 
!        Alberta  Health  and  the  Advocate  for  a  Healthy  Alberta  for  broader 

dissemination  and  application  throughout  the  health  community;  and 

14.5  that  the  expanded  operation  be  effective  by  April  1,  1991. 

Directions  for  Implementation 

Regulations  governing  the  establishment  of  the  terms  of  reference  for 
the  Alberta  Heritage  Foundation  for  Medical  Research  will  have  to  be 
reviewed  and  adjusted  in  1990  to  meet  the  recommendation  regarding  timelines 
for  change  of  name  and  expansion  of  activities.  Increased  budget  require- 
ments to  accommodate  the  one  per  cent  for  health  care  research  start-up 
'  activities  can  be  incorporated  in  the  planning  process  for  fiscal  expenditure  in 
1991/92. 

In  addition  to  the  activities  outlined  in  the  recommendation,  the  Alberta 
iHeritage  Foundation  for  Health  Research  should  support,  encourage,  and 
jdirect  funding  to  develop  and  nurture  multi-disciplinary  health  services 
jresearch  units  at  training  institutions.  This  would  serve  as  a  focus  for 
jdevelopment  of  critical  mass  of  expertise. 


"With  the  current  emphasis 
on  cost-containment,  it  is 
essential  that  we  encourage 
research  into  alternative 
forms  of  health  care 
delivery  and  to  support 
development  of  models  of 
care  that  differ  from  the 
current  traditional  ones." 
University  of  Calgary, 
Faculty  of  Medicine 


There  is  no  process  currently  in  place  in  Alberta  where  research  prior- 
ities are  set  by  considering  the  overall  health  needs  of  Albertans.  In  areas  of 
public  health,  occupational  health,  disease,  and  treatment  no  priorities  have 
been  set.  In  mental  health,  the  Provincial  Mental  Health  Advisory  Council 
reviews  research  applications  in  light  of  its  objectives  and  does  some  sorting. 
Alberta  Health  is  moving  toward  monitoring  and  setting  priorities  for  health 
research.  What  we  need  is  a  review  mechanism  representing  various  stake- 
holders to  establish  and  deal  with  research  projects  in  order  of  importance.  A 
panel,  similar  to  the  one  already  in  place  to  establish  priorities  in  the  medical 
research  area,  should  function  in  much  the  same  capacity  with  the  Foundation. 

Most  research  is  published  in  very  specialized  journals,  or  shared  at 
conferences;  and  interested  organizations  monitor  and  sift  information  from 
many  sources.  However,  there  is  very  little  coordination  of  these  efforts  in 
monitoring,  coordinating  and  communicating  the  results  of  the  research. 
Consequently,  there  is  a  critical  shortage  of  application  of  these  research 
findings  in  practice,  particularly  outside  large  health  care  and  academic 
institutions.  Appropriate  methods  of  disseminating  the  results  of  research 
will  have  to  determined,  in  cooperation  with  the  Advocate  for  a  Healthy 
Alberta,  the  Health  Authorities,  government  and  other  interest  groups  and 
organizations,  to  ensure  application  throughout  the  health  care  community. 


"It  is  recommended  that  a 
separate  funding  mechanism, 
utilizing  Heritage  funds,  be 
made  available  to  provide 
the  impetus  for  public 
health  and  epidemiology 
research." 

Health  Unit  Association  of 
Alberta 


Alberta  Health  and  the  local  Health  Authorities  should  ensure  that 
research  findings  are  integrated  into  their  policies  and  plans.  Permanent 
funding  should  be  put  into  place  for  new  programs,  but  only  after  a  formal 
evaluation  of  each  pilot  project  has  been  completed. 

Individuals  and  organizations  already  involved  should  be  encouraged  to 
continue  with  their  investment  in  bench,  basic  and  applied  research,  and 
research  in  health  care.  Philanthropic  foundations  and  organizations  should 
continue  their  support  of  research  and  training  in  health  services. 


The  Alberta  Heritage  Foundation  for  Health  Research  should  either 
develop,  or  fund,  a  clearing  house  for  the  linkage,  indexing,  storage,  and 
dissemination  of  health  research  data,  information,  and  reports. 
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Concentrating  on  good  technology 


Health  technologies  can  include  all  procedures,  devices,  equipment, 
and  drugs  used  in  the  maintenance,  restoration,  and  promotion  of  health.  In 
accordance  with  this  definition,  the  scope  of  health  technologies  needing 
assessment  can  be  extremely  wide  and  varied.  Technology  can  range  from  the 
simplest  of  homecare  products  —  pregnancy  testing  kits  —  and  drugs,  to  the 
biggest,  most  sophisticated  and  expensive  equipment  —  diagnostic  imaging 
scanners. 

It  is  best  for  assessment  and  management  purposes  to  define  tech- 
nologies broadly  to  take  into  account  their  interactive,  systematic  effects.  It 
also  should  be  clear  that  not  all  technologies,  existing  or  emerging,  can  be 
adequately  assessed  at  any  point  in  time.  Accordingly,  a  mechanism  to  decide 
what  technologies  should  be  addressed,  or  a  means  of  setting  priorities  and 
limiting  the  scope  of  technology  studies,  must  be  considered.  These  assess- 
ment criteria  must  include  not  just  questions  of  potential  dollar  benefits  or 
costs,  but  the  effect  on  quality  of  life,  safety,  ethical  and  other  considerations. 

I         Several  issues  will  be  involved  in  determining  the  scope  of  health  tech- 
I  nologies  to  be  assessed.  Firstly,  attention  frequently  tends  to  focus  on  the  "big 
j  ticket"  items,  such  as  CT  scanners  and  MRI  in  the  imaging  field.  However, 
■  the  "little  ticket"  items  like  laboratory  tests  often  have  a  greater  impact  on 
;  hospital  or  health  system  budgets  because  of  frequency  of  use.  Secondly,  in 
!  addition  to  health  care  technologies  which  are  integral  to  conventional  health 
i  care  delivery,  a  variety  of  technologies  are  utilized  in  health  education,  health 
]  promotion,  illness  prevention  and  cure,  and  in  the  operation  of  the  health 
system  itself.  And  thirdly,  because  health  technologies  can  be  interactive  and 
interdependent,  the  relationship  between  technologies  must  be  considered. 
For  example,  transplant  procedures  and  drug  treatment  with  cyclosporin  are 
inextricably  linked.  The  relationship  between  technology-embodied  capital 
and  manpower  must  also  be  considered  —  safe  use  of  a  device  is,  in  part,  a 
function  of  the  skill  of  the  technician. 


It  is  recommended  that 
there  is  a  need  to  define 
where  to  stop  with 
technology  with  regard 
to  expense. 

Grande  Prairie  Community 
Townhall  Meeting 


"It  is  recommended  that, 
with  regard  to  the  necessity 
to  steadily  eliminate 
ineffective  or  unnecessary 
programs,  we  should  have 
a  watch  dog  body  to 
monitor  technology  and 
advise  funding  agencies 
on  the  validity  of  proposed 
implementations,  treat- 
ments and  investigations." 
R.D.  Hamm 
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There  has  been  growing  dissatisfaction  in  recent  decades  with  patterns 
of  noncritical  adoption  and  utiHzation  observed  within  the  health  care  sector. 
Existing  technologies  are  generally  evaluated  before  and  just  after  they  have 
been  introduced.  Without  regular  or  routine  evaluation,  technology  may  be 
inappropriately  utilized.  In  a  few  cases,  technology  has  tended  to  emphasize 
treatment  in  contrast  to  prevention.  However,  the  use  of  technology  in 
prenatal  care  to  determine  the  likelihood  of  premature  delivery  resulting  in 
low  birth-weight  babies  versus  the  use  of  technology  in  neo-natal  intensive 
care  treatment  of  low  birth-weight  babies  born  prematurely  is  a  preventive 
measure  that  could  limit  the  necessity  for  treatment.  If  no  useful  evaluation 
is  done  on  the  benefits  of  preventive  approaches,  but  evaluation  is  done  on 
treatment  approaches,  then  treatment  is  more  likely  to  be  funded,  rather  than 
prevention,  especially  when  resources  are  scarce. 


"It  is  recommended  that, 
with  regard  to  health 
care,  there  should  be  use  of 
technology  and  the 
necessity  for  evaluation  of 
costs  and  benefits  of  both 
existing  modalities  and  new 
developments,  with 
rejection  of  ineffective 
procedures." 
RG.  Wmkelaar 


Technology  tends  to  have  high  initial  and  high  operating  costs,  and  can 
rapidly  become  obsolete.  While  some  technology  tends  to  reduce  cost  and 
enhance  effectiveness,  overall,  technology  continuously  and  significantly 
increases  costs  in  the  health  system.  This  is  a  major  concern,  particularly 
due  to  resource  constraints,  despite  the  fact  that  the  real  objective  of  tech- 
nology is  to  improve  the  quality  of  care. 

Health  technology  assessment  could  improve  the  current  system  by 
providing  information  needed  to  make  decisions  concerning  appropriate 
acquisition  and  utilization.  New  technologies  would  be  introduced  for  testing 
and  evaluation  purposes,  and  then  disseminated  for  wider  application  in 
clinical  situations  on  the  basis  of  the  evidence  from  the  earlier  rigorous 
clinical  and  economic  evaluations.  This  would  result  in  proven  health  care 
technologies  being  acquired  according  to  the  ability  and  willingness  to  pay, 
and  distributed  to  appropriate  locations  according  to  need. 


"Standards  and  capital 
funding  policies  (should) 
be  developed  to  ensure 
optimal  use  of  high 
technology." 
Brooks  Health  Centre 


While  it  is  impossible  to  estimate  the  overall  direct  and  indirect  costs  of 
technological  advances  in  Canada,  some  researchers  have  attributed  as  much 
as  a  3.0  per  cent  per  year  increase  in  net  real  health  costs  —  on  a  $46  billion 
base  —  to  the  net  effects  of  technological  change.  For  example,  drug  expendi- 
tures are  increasing  at  about  twice  the  rate  of  growth  of  total  spending. 
Utilization  increases  are  putting  additional  pressure  on  provincial  budgets. 
Success  in  determining  what  the  cost  of  providing  health  care  relative  to  the 
Gross  National  Product  (GNP)  should  be,  and  then  what  we  should  spend 
will  depend,  in  large  measure,  on  how  efficiently  health  technologies  are 
managed. 
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Many  of  the  individuals  contacted  in  the  course  of  the  Commissions 
enquiries  felt  that  there  should  be  a  clear  separation  between  the  "advisory" 
function  and  the  "paymaster"  function.  People  providing  information  and 
advice  on  health  technology  issues  and  planning  strategies  should  not  be  the 
same  ones  paying  for  the  technology. 

15.0  THEREFORE,  WE  RECOMMEND  that  the  Government  of  Alberta 
provide  the  resources  to  establish  a  mechanism  to  assess  health 
technologies  including  the  scientific,  medical/clinical  effectiveness, 
efficiency,  and  safety;  the  economic  necessity  and  effectiveness, 
including  direct  and  indirect  costs;  and  the  social  and  psychological 
impact,  including  possible  legal  and  ethical  dilemmas; 

15.1  that  the  mandate  of  the  Alberta  Research  Council  be  expanded  to 
coordinate/provide  such  comprehensive  and  continuous  assessment  of 
technologies,  with  particular  emphasis  on  health  technology; 

15.2  that  the  name  of  the  Council  be  changed  to  the  Alberta  Research  and 
Technology  Council  to  better  reflect  its  role; 

15.3  that  the  Council  work  in  close  cooperation  with  Alberta  Health.  Alberta 
Technology,  Research  and  Telecommunications,  Alberta  Environment, 
the  Alberta  Heritage  Foundation  for  Health  Research,  and  the  Ethics 
Centre; 

1 15.4  that  the  Council  serve  as  the  primary  contact  with  other  provincial,  and 
national  and  international  governments  and  bodies  to  assist  in  the 
establishment  of  international  standards  and  the  sharing  of  technologi- 
cal assessments; 

15.5  that  the  Council  develop  strategies  for  both  distributing  and  rejecting 
technologies,  and  communicating  those  actions;  and 

I 

1 15.6  that  the  Council  establish,  in  conjunction  with  the  appropriate  private 
and  public  sector  bodies,  the  mechanisms  to  assess  and  promote 
i        Alberta-developed  health  technologies  that  may  be  marketable  nation- 
1        ally  and  internationally. 


"It  is  recommended  that  the 
government  establish  a 
Technology  Advisory  Com- 
mittee composed  of  expert 
representatives  from  the 
health  care/biomedical 
research  fields  and  health 
care  institutions.  This 
Committee  would  be 
responsible  for  monitoring 
emerging  technologies  and 
arranging  for  assessment 
of  their  potential  impact 
upon  the  health  care 
system.  This  Committee 
would  be  responsible  also 
for  arranging  for  the 
assessment  of  the 
effectiveness  and  efficacy  of 
new  technologies  — 
through  research  support 
and  making  recommenda- 
tions to  government 
concerning  the  acquisition 
and  placement  of  new 
technologies." 

Council  of  Teaching  Hospitals 
of  Alberta 


Directions  for  Implementation 

It  was  obvious  to  the  Commission  that  the  framework  for  the  task  of 
assessing  health  technologies  has  been  pioneered  by  the  Alberta  Research 
Council.  The  Council  is  structured  into  distinct  research  departments  — 
each  linked  to  a  component  of  the  Alberta  economy,  each  with  its  own  clients, 
and  each  with  a  specific  mandate  and  mission.  Indeed,  some  of  the  current 
research  and  assessment  activities  of  the  Council  are  applicable  to  the  health 
industry.  Formal  expansion  to  include  health  technology  as  a  new  department 
of  specialized  research  should  be  a  priority  for  the  board  of  directors  and  the 
government. 

The  criteria  for  health  technology  assessment  should  ensure  the  endorse- 
ment of  good  technology  which  is: 

—  least  intrusive  and  most  supportive  to  normal  functioning  while  still 
most  appropriate  to  the  need  for  which  it  is  to  be  used; 

—  necessary,  timely,  cost-effective  and  affordable; 

—  efficient,  in  freeing  health  providers'  time  for  use  in  dealing  directly 
on  a  personal  level  with  patient  needs;  and 

—  widely  applicable  and  conducive  to  increasing  accessibility  to  health 
services. 

The  acquisition  of  appropriate  technologies  will  have  a  significant 
impact  on  the  quality  and  equity  of  care.  Therefore,  transfer  of  information 
about  technology  should  become  an  important  part  of  the  assessment  process. 
The  results  of  assessments  should  be  communicated  as  soon  as  possible  and  in 
an  understandable  format  to  Health  Authorities  and  government,  as  well  as 
the  public,  media,  educators  and  providers. 


The  Alberta  Research  and  Technology  Council  should  define  its  terms 
of  reference  or  goals  regarding  health  technologies  with  responsibility  to: 


—  identify  and  rank  new  and  established  medical  technologies  in  need 
of  assessment; 

—  provide  analysis  based  on  scientific  findings  concerning  the  value 
of  health  technologies  from  various  perspectives  outlined  in  the 
recommendation ; 

—  compile  and  distribute  information  appropriately  to  the  public  and 
the  health  professions.  Health  Authorities,  government  departments 
and  agencies,  and  other  research  organizations  locally,  nationally  and 
internationally; 


142 


i 


—  present  strategies  for  expediting  the  introduction  of  new  technologies 
proven  to  be  effective,  for  replacing  less  effective  technologies,  and  for 
rejecting  out-moded  and  harmful  technologies; 

—  make  use  of  international  findings  and  experience; 

—  serve  as  a  provincial  reference  centre  for  the  assessment  of  health 
technologies;  and 

—  determine  how  these  functions  are  to  be  done,  including  the  contracting- 
out  of  services  and  functions  to  post-secondary  institutions,  the  private 
sector,  and  other  organizations. 

Alberta  Health  and  the  Health  Authorities  should  ensure  that  the  find- 
ings of  technology  assessment  are  integrated  into  their  policies,  plans  and 
programs,  and  provide  funding  for  new  technology  only  after  a  comprehen- 
sive, favourable  assessment  has  been  completed. 

New  approaches  to  the  funding  of  high  cost  technology  must  be  con- 
sidered. The  private  sector,  as  well  as  the  public  sector,  must  be  looked  to  for 
innovative  approaches  to  funding.  A  variety  of  approaches,  such  as  lease-back 
models  and  the  public  utility  model,  should  be  seriously  considered. 

Several  companies  in  Alberta  possess  the  basic  capability  for  health 
technology  transfer  and  marketing  within  Canada  and  for  export.  More 
should  be  encouraged  to  participate  in  the  health  technology  field.  The 
international  connections  and  reputation  of  the  Alberta  Research  Council 
provide  an  excellent  starting  point  for  expansion  in  this  relatively  untapped 
field  of  endeavour.  As  well,  the  Alberta  government  should  increasingly 
promote  these  initiatives  through  its  programs  of  economic  marketing  and 
regulatory  assistance. 


"It  is  recommended  that 
discussion  and  decisions 
must  be  made  for  policies 
regarding  technology  and 
health  care." 
J.  Keating 


"It  is  recommended  that 
Canada  establish  a 
systematic,  thorough  and 
objective  mechanism  for 
the  review  of  new 
technology  to  assist  in 
taking  advantage  of 
positive  advances  as 
quickly  as  possible,  while 
avoiding  ineffective, 
inefficient  and  possibly 
harmful  technology." 
National  Council  on  Welfare 


I 
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It  is  recommended  that  HEALTH  CARE  PROVIDERS:  HEARTBEAT  OF  THE  SYSTEM 

improvement  of  employee 

morale,  restoration  of  self  People  are  the  real  focus  of  the  health  care  system  —  people  who  need 

esteem  and  team  spirit  care  and  people  who  provide  care.  Patients  and  providers  are  in  the  process  of 

among  various  categories  of  renegotiating  their  relationships  and  the  social  contract  which  determines 

health  care  professionals  who  plays  what  role  in  the  health  and  sickness  process  —  a  definite  shift 

be  viewed  as  a  high  priority  toward  a  more  democratic,  consultative  partnership, 

concern." 

Sikh  Federation  of  Edmonton  During  these  past  two  years,  the  Commission  heard  from  and  met  with 

hundreds  of  Albertans  who  have  the  utmost  regard  for  the  care  they  have 
received  from  members  of  the  health  care  professions.  These  providers  are 
trusted  and  respected  as  dedicated,  compassionate  individuals.  We  also  heard 
from  and  met  many  health  care  professionals  who  spoke  with  warmth  and 
commitment  toward  their  patients,  and  with  enthusiasm  for  their  work.  We 
acknowledge  the  contribution  made  by  the  thousands  of  Albertans  who  have 
chosen  careers  in  the  health  and  health  care  field. 


Nonetheless,  the  roles  of  health  professionals  are  being  challenged  from 
several  directions  at  once.  The  challenges  arise  from  the  re-evaluation  of 
patients'  rights:  from  the  nature  of  technology  innovation  and  intervention; 
from  other  professionals,  both  from  within  traditional  ranks  as  well  as  from 
alternative  practitioners;  and  from  governments.  The  direction  of  these 
challenges  involves  changes  in  the  approach,  scope  and  emphasis  of  health 
professionals. 


"Although  there  has  been  a 
shift  from  infectious  to 
chronic  disease  there  has 
not  been  a  corresponding 
shift  in  our  strategy  of 
dealing  with  health." 
Athabasca  tHealth  Unit 


Challenges  and  confrontations  are  not  unusual  in  a  climate  of  change  — 
the  struggle  to  re-adjust,  redefine,  and  evolve  toward  the  appropriate  mix  of 
roles  to  meet  emerging  health  needs  creates  stress.  The  challenge  to  profes- 
sionals is  to  recognize  that  the  evolution  of  a  level  playing  field  filled  with  new 
players  is  a  natural  development  occurring  across  the  entire  health  care 
system.  It  is  part  of  the  process  of  health  system  reform  —  the  movement 
toward  a  broader  health  focus,  involving  individuals  in  a  more  proactive 
health  role.  To  acknowledge  it  as  a  normal  part  of  the  health  system  s  growth 
provides  an  opportunity  for  health  professions  to  participate  openly  in  that 
process.  To  refuse  to  recognize  that  professions  are  only  one  aspect  of  the 
entire  systems  growth,  and  to  fail  to  see  their  roles  as  they  relate  to  larger 
changes  taking  place  in  the  health  care  system,  can  result  in  viewing  the 
challenges  as  personal  attacks.  This  leads  to  protective  behaviours  and  strate- 
gies of  resistance  that  place  health  professionals  in  reactionary  positions 
rather  than  in  participatory,  cooperative  and  responsive  roles. 
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One  of  the  most  frequently  cited  complaints  about  health  care  is  that  the 
providers  don't  seem  to  exhibit  the  degree  of  compassion  toward  patients  or 
dependence  on  each  other  that  they  did  in  the  past.  Increased  specialization, 
technological  innovations,  getting  caught  in  the  rush,  and  the  need  to  control 
costs  have  no  doubt  contributed  to  a  more  depersonalized,  detached  type  of 
care.  Indeed,  "the  unfortunate  upshot  of  this  is  that  caring  has  been  relegated 
to  a  secondary  role  in  medicine.  Caring  is  what  you  do  when  you  cannot  cure." 
(Dan  Callahan,  Director,  Hastings  Centre).  Increased  emphasis  must  be 
placed  on  the  need  to  prepare  practitioners  who  are  not  only  competent,  but 
compassionate  in  their  attitudes  toward  their  patients  and  their  co-workers. 

In  addition,  a  more  informed  and  demanding  public  expects  freedom  to 
choose  from  among  different  health  care  practitioners.  Traditionally,  the 
patients  entry  into  the  health  care  system  was  determined  by  a  physician. 
Consumers  want  to  have  more  information  about  treatment  options,  and 
about  the  qualifications  and  competence  of  health  care  professionals. 

There  is  conflict,  to  a  lesser  or  greater  degree,  between  health  providers 
and  administrators,  among  health  providers  themselves,  between  the  govern- 
f  ment  and  both  health  providers  and  administrators.  Generally,  such  conflict 
is  dealt  with  sporadically  or  at  the  expiry  of  a  collective  agreement.  There 
is  too  little  effort  directed  toward  conflict  prevention.  Because  the  concept  of 
human  relations  has  not  been  a  high  priority  in  the  system,  few  avenues  to  "let 
off  steam"  are  available.  Government  is  both  a  player  and  a  law  maker. 


"It  is  recommended  that  the 
development  and  under- 
standing of  a  health  care 
team  be  an  integral  part 
of  the  training  of  all  speech 
pathologists,  mental 
health  specialists,  physio- 
therapists and  occupa- 
tional therapists." 
Public  Health  Advisory 
Appeal  Board 


Current  problems  in  interdisciplinary  relationships  are  based  on  a  large 
number  of  complex  factors.  They  include  such  things  as  the  feeling  by  certain 
(professionals  that  their  roles  are  not  being  adequately  recognized  and  valued. 
There  is  an  uncertainty  about  how  traditional  health  professions  fit  into  a  new 
definition  of  health  and  health  promotion  that  brings  social  workers,  psychol- 
jogists,  child  care  workers,  environmentalists,  media  specialists,  educators, 
Isocial  planners,  and  many  others  into  the  health  picture. 

I  Providers  within  the  health  and  health  care  system  are  bound  to  have  a 
diversity  of  backgrounds.  The  concept  of  most  appropriate,  least  intrusive 
activity  demands  that  providers  effectively  complement  each  other,  rather 
than  compete  with  each  other.  In  the  health  care  setting,  teamwork  is  of  the 
jessence.  Obviously,  we  need  some  individuals  with  generic  knowledge  and 
Iskills,  and  others  with  highly  specialized  knowledge  and  skills.  To  patients,  all 
members  of  the  health  care  team  are  important.  We  accept  that  team  leaders 
change  dependent  upon  the  task  and  situation  needed  to  return  us  to  a 
healthier  state. 


"Human  health  is  influenced 
by  many  different  factors. 
It  should  be  seen  both  as  a 
resource  and  as 
something  you  achieve.  The 
current  health  care  system 
does  not  face  up  to  these 
challenges." 

The  Alberta  Association  of 
Registered  Occupational 
Therapists 


I 
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"I  have  often  thought 
that  one  of  the  less 
attractive  traits  of 
various  professional 
bodies  and  institutions 
is  the  deeply  ingrained 
suspicion  and  outright 
hostility  which  can  exist 
towards  anything 
unorthodox  or  uncon- 
ventional ...Perhaps 
we  just  have  to  accept  it 
as  God's  Will  that  the 
unorthodox  individual  is 
doomed  to  years  of 
frustration,  ridicule  and 
failure  in  order  to  act 
out  his  role  in  the 
scheme  of  things,  until 
his  day  arrives  and 
mankind  is  ready  to 
receive  his  message..." 
The  Prince  of  Wales  to  the 
British  Medical  Associa- 
tion, December,  1982 


But  there  are  problems  —  legislation  is  one  of  them.  For  example,  the 
Medical  Profession  Act  and  Regulations  prevents  referrals  to  specialist  physi- 
cians for  specialty  services  from  non-physicians  and  inhibits  the  ability  of 
physicians  to  practice  together  with  alternate  providers,  such  as  chiropractors 
and  optometrists. 

Arbitrators  who  can  look  into  situations  in  an  unbiased  manner  fulfill  a 
real  need.  In  our  health  system,  some  general  mechanisms  for  averting  or 
resolving  areas  of  conflict  are  available  —  between  government:  binding 
arbitration;  between  different  providers:  the  Professions  and  Occupations 
Bureau;  between  unionized  providers  and  hospital  administrators:  collective 
bargaining;  and  between  institutionalized  mental  patients  and  the  institu- 
tions: the  Mental  Health  Advocate. 

It  is  worth  noting  that  the  Alberta  Health  Facilities  Review  Committee 
currently  acts  as  a  resident-patient  advocate,  and  audits  the  quality  of  care  in 
long-term  care  facilities,  acute  care  hospitals,  and  senior  citizens'  lodges. 
Since  its  establishment  in  1973,  the  Committee  has  acted  on  behalf  of 
hundreds  of  resident-patients,  staff,  and  people  who  have  relatives  or  friends 
in  these  facilities  who  could  not,  or  would  not,  deal  with  management  to 
resolve  their  concerns. 

However,  there  are  only  a  few  such  successful  examples  of  dispute  resolu- 
tion, and  probably  fewer  of  dispute  avoidance  mechanisms.  The  Commission 
believes  that  health  professionals  should  be  allowed  to  provide  those  services 
for  which  they  have  appropriate  training  and  which  they  are  competent  to 
perform.  They  should  also  be  reimbursed  fairly  for  providing  services  which 
fall  within  their  scope  of  practice,  and  be  rewarded  appropriately  for  their 
efforts  and  creativity. 


"Nursing  and  medical 
education  programs 
should  begin  to  alter  their 
attitude  and  curriculum  to 
prepare  for  the  coming 
changes.  Professional 
licensure  and  accreditation 
organizations  must  also 
adapt." 

The  Healthcare  Company 


Matters  such  as  standards,  licensing  bodies,  appropriate  education, 
continuing  education,  delineation  of  responsibility,  decision-making  author- 
ity, peer  review,  adequate  numbers  of  health  care  providers,  and  ethical  issues 
need  to  be  addressed. 

The  Commission  sees  the  emergence  of  Health  Authorities  as  an 
opportunity  to  correct  some  of  the  inconsistencies  in  the  system,  to  re-energize 
some  of  the  providers,  and  to  redirect  some  of  the  resources. 

The  vision  of  the  health  system  which  the  Commission  has  proposed 
should  be  widely  distributed  and  discussed.  This  will  bring  about  a  common 
understanding,  acceptance  and  commitment  toward  the  role  of  all  concerned 
in  achieving  healthy  Albertans  in  a  healthy  Alberta. 
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Recognition  and  rewards 

The  Commission  is  of  the  opinion  that  a  cHmate  needs  to  be  created  and 
nurtured  which  will  attract  and  retain  a  wide  spectrum  of  competent,  caring 
and  committed  providers  in  sufficient  numbers  to  maintain  the  level  and  type 
of  services  required.  This  climate  would  also  manage  and  minimize  conflicts 
in  the  health  system. 

The  standard  procedure  of  salary  increases,  based  almost  solely  on  years 
of  service,  acts  as  a  disincentive  to  members  of  the  health  professions  — 
primarily  nurses.  Little  or  no  recognition  is  given  for  level  of  expertise, 
exceptional  performance,  or  extra  effort.  Other  types  of  remuneration  pack- 
ages should  be  considered.  Over  and  above  the  sense  of  worth  derived  from 
financial  rewards,  recognizing  that  various  health  care  providers  can  make 
valuable  contributions  through  involvement  in  decisions  regarding  services 
and  programs  would  serve  —  in  itself  —  as  an  added  morale  booster. 

Institutions  of  health  should  serve  as  role-model  facilities  in  providing 
safe  and  healthy  work  environments  for  the  well-being  of  staff,  patients  and 
visitors. 

16.0  THEREFORE,  WE  RECOMMEND  that  the  meritorious  service, 
outstanding  performance,  and  development  of  innovative  proce- 
dures by  those  working  in  the  health  care  system  be  recognized  and 
rewarded  by  management; 

16.1  that  health  care  providers  be  more  involved  in  the  decision-making 
process  regarding  provision  of  health  programs  and  services; 

16.2  that  the  various  institutions  within  the  health  system  direct  more  effort 
and  specific  programs  and  policies  toward  preventing,  managing  and 
resolving  conflict  between  and  among  the  health  disciplines,  including 
provision  of  incentives  which  encourage  good  morale,  cooperation  and 
teamwork; 

16.3  that  human  resources  be  maintained  in  sufficient  numbers  and  with 
quality  knowledge  to  meet  current  and  future  manpower  requirements, 
to  respond  to  the  changing  needs  of  patients,  and  to  relieve  the  stress  on 
overworked,  overextended  health  care  providers;  and 

I  16.4  that  institutions  of  care  ensure  that  the  work  environment  is  safe, 
secure  and  healthy,  with  procedures  in  place  to  deal  with  hazardous  or 
crisis  situations. 


"...I  believe  a  tiered  system 
is  necessar7  with  perhaps 
substantial  pay  differentials 
recognizing  that  specially 
trained  nurses  have 
specially  developed 
talents. ..and  to  keep  them, 
these  talents  have  to  be 
recognized  in  a  pecuniary 
way..." 

Mrs.  Joan  Rossoll 


ELEVEN 

COMMANDMENTS 

 FOR  AN  

ENTHUSIASTIC  HOSPITAL 

'  Help  each  other  be  right  -  not  wrong. 

•  Look  for  ways  to  make  new  ideas  work  -  not 
for  reasons  they  won't. 

•  If  in  doubt  -  check  it  out!  Don't  make  negative 
assumptions  about  each  other. 

■  Help  each  other  win  and  take  pride  in  each 
other's  victories. 

■  Speak  positively  about  each  other  and  about 
your  hospital  at  every  opportunity 

•  Maintain  a  positive  mental  attitude  no  matter 
what  the  circumstances. 

•  Act  with  initiative  and  courage  as  if  it  all  depends 
on  you. 

■  Do  everything  with  enthusiasm  -  it's  contagious. 

■  Don't  lose  faith  -  never  give  up. 

■  Whatever  you  want  -  give  it  away 

•  Have  fun!! 

Ian  Percy 
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"I  have  some  suggestions  on 
how  to  entice  the 
experienced  nurses  to  come 
back  to  nursing  or  to  stay 
with  nursing... recognition 
from  management  for  a 
job  well  done,  and  this  does 
not  necessarily  need  to  be 
as  increased  pay." 
Mrs.  Kathryn  Kane-Upton, 
R.N.,  B.Sc.N 


"A  working  environment  in 
which  rewards  and 
recognition  are  a  reality 
should  be  facilitated  with 
funding  and  opportunities 
for  innovative  approaches." 
Royal  Alexandra  Hospital 


Directions  for  Implementation 

The  Commission  reiterates  its  suggestions  in  the  Interim  Report  on 
Nursing,  issued  in  June,  1988,  that  "rewards  could  include  merit  pay  tor 
exceeding  job  requirements,  performance  incentives  such  as  paid  educational 
opportunities,  career  advancement  through  clinical  ladders,  and/or  other 
innovative  approaches  which  recognize  exceptional  efforts." 

Various  ways  to  involve  health  care  providers  in  making  decisons  should 
be  explored.  For  example,  hospitals  should  consider  the  establishment  of 
clinical  administration  services  (CASs).  The  principle  of  returning  authority 
to  the  local  level  that  we  recommend  in  establishing  regional  Health  Authori- 
ties could  be  applied  in  hospitals  —  allowing  ward,  unit,  or  service  control 
over  their  own  operating  budget  for  services  provided.  This  structure  would 
encourage  cooperation  of  all  workers  in  a  given  service,  enhance  team  spirit, 
build  morale,  and  hopefully  decrease  staff  turnover.  This  process  would 
involve  nurses  and  physicians  in  necessary  administration  and  decision- 
making duties,  and  decrease  irrelevant  regulations  and  rules.  This  should 
result  in  increased  efficiency  and  effectiveness  of  patient  care.  To  the  patient 
this  means  better,  more  individualized  care.  To  the  providers  this  means  more 
flexibility  and  accountability  regarding  services  and  resources. 


"It  is  recommended  that, 
costs  can  be  reduced  in 
Hospitals  and  Medical  Care 
by:  allowing  nurses  to  do 
assessments  and  teaching 
presently  done  unnecessarily 
by  Family  Physicians  and 
develop  provincial  legisla- 
tion to  allow  nurses  to  bill  for 
their  services  as  primary 
health  care  givers." 
Executive  Health  Nurses 
Association  of  Alberta 


Hospital  management  has  an  obligation  toward  all  members  of  the 
health  care  team  to  attempt  to  reduce  stress  and  stressful  situations.  The 
Interim  Report  on  Nursing  (see  Part  Six  on  page  185)  made  a  number  of 
recommendations  and  observations  regarding  working  conditions  and  rela- 
tionships. These  should  be  reviewed  by  hospitals  and  Health  Authorities  and 
acted  upon  if  they  have  not  already  done  so. 

Recognizing  the  importance  of  conflict  prevention,  increased  training 
should  be  provided  in  conflict  prevention  and  management  throughout  the 
system  —  in  all  care  facilities,  within  professional  associations,  and  as  part  of 
educational  programming.  In  so  doing,  the  following  principles,  should  be 
understood: 

—  Conflicts  are  a  mix  of  procedures,  relationships,  and  substance. 

—  To  find  a  good  solution,  you  must  understand  the  problem. 

—  Plan  a  strategy  and  follow  it  through. 

—  Progress  demands  good  working  relationships. 

—  Agree  on  a  constructive  definition  of  the  problem. 

—  All  parties  help  design  the  process  and  solutions. 

—  Lasting  solutions  are  based  on  interests,  not  positions. 

—  The  process  must  be  flexible. 

—  Think  through  what  may  go  wrong. 

—  Do  no  harm. 

(Mana.t^iny  Public  Disputes:  Carpenter.  S.L.  and  Kennedy,  W.J.D.;  Jossey-Bass  Publishers) 
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While  the  Commission  is  optimistic  that  there  will  be  improvement  in 
the  health  system  environment  as  providers  adapt  to  change  and  authority  is 
redirected,  we  recognize  that  this  will  take  time  and  that  problems  may  arise 
in  the  interim.  Therefore,  the  government  should  seriously  reconsider  per- 
mitting groups  to  withdraw  services  —  but  only  after  meaningful  attempts  at 
mediation,  conciliation,  and  arbitration  have  failed,  and  only  where  essential 
services  will  continue  to  be  provided  through  predetermined,  binding  agree- 
ment by  the  providers  with  their  respective  Health  Authority  Boards. 

Teaching  teamwork 


"Employees  must  have  some 
type  of  leverage  in  making 
their  demands  as  employers 
have  all  the  leverage  and 
therefore  control  of  the 
situation  currently.  (Example 
nurses  must  have  the  right  to 
strike)." 

Staff  Nurses  Association  of 
Alberta 


The  attitudes  and  relationships  of  health  care  personnel,  working  together 
cooperatively  with  strong  linkages,  are  vital  to  successful  delivery  of  services 
and  programs.  The  Commission  believes  that  the  goal  of  health-professions 
education  should  be  to  prepare  practitioners  who  will  be  competent  to  provide 
care  and  who  will  exhibit  caring  attitudes  toward  patients.  Practitioners  must 
be  knowledgeable  about  the  systems  in  which  they  work,  and  must  be  willing 
to  initiate  changes  to  make  the  systems  operate  for  the  comfort  and  well-being 
of  patients. 

The  diversity  of  health  providers  could  result  in  increasing  disputes 
over  practice  boundaries  among  and  within  professions.  Such  disagreements 
'arise  periodically  among  the  various  professions  and  within  specialties  of 
particular  professions.  Some  heakh  care  providers  contend  that  constraints 
j  imposed  by  other  professions,  and  various  rules  and  regulations,  unfairly 
'.prevent  them  from  providing  services  for  which  they  feel  they  are  qualified. 

j  Four  factors  have  been  critical  in  the  development  of  boundaries  of 
practice:  professional  licensure,  voluntary  certification  programs,  health  care 
facility  rules  delineating  clinical  privileges,  and  health  care  insurance  cover- 
age restrictions. 


"Attitude  and  philosophy 
are  two  main  factors  in 
having  a  happy,  efficient 
and  productive  staff,  and 
this  emanates  from  the  top 
down  in  the  form  of 
leadership.  If  those  in 
positions  of  authority 
demonstrate  that  they  care 
with  actions  rather  than 
words,  then  the  masses  will 
follow.  Otherwise,  the 
attitude  'Who  cares?'  prevails 
and  everyone  loses, 
including  the  taxpayer." 
Gary  McPherson 


It  is  conceivable  that  problems  relating  to  boundaries  of  practice  will 
Icontinue  to  exist  because  of  the  increasing  number  and  types  of  health  care 
providers,  and  the  growing  complexity  of  health-professions  education.  In 
Isome  cases,  there  is  an  overlap  in  training,  qualifications,  and  functions  of 
'health  professionals.  The  problem  is  further  aggravated  by  the  increasing 
humber  of  specialties  within  health  care  professional  groups,  and  by  lack  of 
sufficient  contact  and  coordination  between  the  various  educational  pro- 
grams for  health  professionals.  Competition  among  health  care  providers  — 
Together  with  the  desire  of  health  care  practitioners  for  increased  training, 
enhanced  prestige,  and  greater  financial  reward  —  creates  the  potential  for 
continuing  jurisdictional  disputes  among  and  within  professions. 


"I  would  like  to  see 
mechanisms  introduced  to 
encourage  better  communi- 
cation among  the  entire 
health  care  system  — 
nurses,  physicians  and 
others,  giving  them 
opportunities  to  address 
controversial  issues  in 
a  co-operative  and 
constructive  manner." 
Mrs.  Judith  Goldsand 
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"(It  is  recommended  that) 
post  secondary  educational 
institutions  be  funded  to 
provide  bioethics  instruction 
in  all  of  the  health  sciences 
programs." 
University  of  Alberta 


The  Commission  is  convinced  that  ethical  issues  will  face  members  of 
the  health  care  professions  with  increasing  frequency.  Difficult  decisions  — 
involving  questions  of  life  and  death  —  have  always  created  dilemmas  to 
providers,  but  changing  technologies  and  more  patient  control  will  compli- 
cate these  matters  further.  Formal  courses  to  help  health  care  providers  deal 
more  effectively  with  their  own  conflicts  and  the  information  they  are  obliged 
to  give  their  patients  should  be  required  studies  in  all  health-disciplines 
programs. 


"...it  is  not  the  equipment, 
the  library,  the  numbers  of 
staff  which  are  most 
important  but  how  these 
things/people  work  together 
to  produce  results  which 
are  beneficial  to  the 
patient." 
Dr.  Leslie  Hardy 


17.0  THEREFORE,  WE  RECOMMEND  that  course  content  emphasize 
relationships  and  roles  of  different  members  of  the  health  care 
professions  in  areas  of  common  concern  and  practice,  focus  on  the 
complementary  nature  of  the  professions,  and  provide  instruction  in 
conflict  and  stress  management; 

17.1  that  ways  be  developed  within  and  among  post-secondary  institutions 
and  among  instructors  of  health  care  providers  to  ensure  that  the 
interdependence  of  the  professions  is  being  reinforced  at  all  levels;  and 


"It  is  recommended  that 
doctors  be  educated  in 
medical  school  to  see 
the  value  of  the  team 
approach  and  appreciate 
the  skills  of  other  health 
providers." 

Grande  Prairie  Community 
Townhall  Meeting 


"It  is  recommended  that  the 
theory  and  practice  of  ethical 
decision-making  be  a 
component  in  the 
educational  programs  of  all 
health  care  professionals." 
Catholic  Health  Association  of 
Alberta  Catholic  Hospitals 
Foundation  of  Alberta 


17.2  that  Alberta  Advanced  Education  provide  course  development  funds, 
and  that  appropriate  faculties  re-allocate  their  resources,  to  offer  by 
1993,  ethics  courses  to  all  students  enrolled  in  health-disciplines  programs. 

Directions  for  Implementation 

Concerted  efforts  must  be  made  to  reinforce  the  interdependence  between 
professions,  to  break  down  distrust  between  professional  groups,  and  to  help 
them  to  understand  and  appreciate  each  other's  roles.  Such  understanding 
must  start  early  and  be  basic  to  the  education  and  training  of  health  care 
providers.  In  addition  to  the  technical  aspects  of  their  programs,  students 
should  be  made  more  aware  of  some  situations  which  may  be  peculiar  to  their 
working  environment. 

Discussions  on  improving  interdisciplinary  relations,  conflict  manage- 
ment among  professions,  and  team-building  are  not  the  focus  of  any  formal 
health  courses  in  Alberta's  post-secondary  institutions.  These  topics  are 
sometimes  discussed  as  part  of  the  courses  in  health  services  administration, 
community  medicine,  and  trends  and  issues  in  nursing  programs.  Such 
efforts  should  be  expanded  to  all  programs.  Implementation  would  be  assured 
through  an  interdisciplinary,  inter-institutional  committee  of  instructors 
involved  in  the  development  of  appropriate  course  outlines  to  assist  all 
teachers.  The  committee  itself  and  instructors  within  institutions  would 
become  examples  of  complementary  and  interdependent  professions. 


The  Ethics  Centre  should  assist  in  the  development  of  the  ethics 
courses,  and  the  provision  of  instructors,  lecturers  and  resource  materials  to 
post-secondary  institutions  involved  in  health-disciplines  programs. 
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Filling  the  manpower  gaps 

A  human  resource  consultative  process  to  more  accurately  identify 
province-wide  health  manpower  needs  and  plan  training  programs  has  to  be 
developed.  The  process  should  incorporate  the  notion  of  appropriate  and 
efficient  skill  utilization  to  ensure  service  delivery  in  each  of  the  regional 
Health  Authorities.  An  efficient  health  care  system  would  recognize  the 
interdependence  of  the  health  professions  within  and  among  the  regions  and 
other  provinces,  and  maximize  the  use  of  allied  health  professions  while 
maintaining  and  improving  the  quality  of  care  delivered  for  Albertans. 

Careful  monitoring  of  trends  in  health  manpower  is  required  to  assure 
the  human  resources  required  to  meet  the  current  and  future  needs  of 
Albertans.  An  integrated  health  manpower  policy,  derived  from  the  current 
and  anticipated  needs  of  Albertans,  and  based  on  providing  a  complementary 
range  of  services  in  a  wide  range  of  settings  is  required.  Health  Authorities 
should  consider  this  identification  process  an  ongoing  priority  so  govern- 
ments and  post-secondary  institutions  can  respond  with  training  and  educa- 
tion programs  in  areas  where  sufficient  manpower  shortages  exist. 

There  is,  through  the  Health  and  Social  Services  Disciplines  Committee, 
a  formal  system  in  place  which  tries  to  anticipate  changing  health  manpower 
requirements  and  signals  the  need  for  change.  But,  because  of  the  controver- 
sial and  complex  nature  of  such  manpower  information,  their  findings  are 
often  disputed.  When  they  project  shortages,  it  is  difficult  to  introduce 
measures  to  correct  the  problem  in  a  timely  and  coordinated  manner.  There 
needs  to  be  increased  cooperation  between  the  suppliers  of  health  manpower 
and  those  needing  health  manpower,  in  order  to  have  a  coordinated,  smoothly 
running  system. 

Part  of  the  difficulty  with  planning  results  from  overlapping  areas  of 
responsibility  among  some  health  disciplines,  a  certain  degree  of  self-interest 
on  the  part  of  stakeholder  groups,  and  competing  interests  among  educational 
institutions,  teaching  hospitals,  and  professional  associations.  These  prob- 
lems may  be  complicated  by  demographic  changes  and  economic  fluctua- 
i  Itions,  and  influenced  by  advancements  in  technologies.  Various  groups  take 
I  Idifferent  stands  on  the  need  for  training  programs,  education  standards,  and 
I  joptimum  numbers  of  personnel.  Consensus  on  the  statistical  interpretation 
I  lof  currently  available  manpower  data  in  any  field  can  be  difficult  to  achieve  at 


regional  and  provincial  level 
across  the  country. 


and  more  so  within  western  Canada  and 


"It  is  recommended  that  the 
Department  of  Health, 
together  with  the 
Departments  of  Advanced 
Education  and  Labour  and 
various  professional  socie- 
ties develop  appropriate 
manpower  planning  tech- 
niques to  assure  a  continuing 
supply  of  well  trained 
professionals  and  technolo- 
gists for  Alberta's  health  care 
field." 

Foothills  Provincial  General 
Hospital 


"The  problem  is  further 
exacerbated  by  the  fact 
that  the  service  boundaries 
of  these  various  health 
care  deliverers  overlap  in 
many  instances  and  cause 
jurisdictional  disputes.  This 
leads  to  duplication  of 
services  in  some  cases  and, 
conversely,  the  lack  of 
provision  or  the  partial 
provision  of  services  in 
other  cases  where  more 
than  one  department  has 
overlapping  responsibilities. 

...health  care  providers  tend 
to  be  very  territorial  and 
would  perceive  any  attempt 
at  rationalization  as  an 
encroachment  upon  their 
turf." 

Mr.  L.V.  Hough 
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"Guidelines  should  be 
established  regarding 
staffing  in  order  that  the 
most  cost  efficient  and 
effective  means  of  health 
care  is  provided.  It  is  not 
necessary  that  the  most 
highly  trained  staff  is 
doing  work  not  requiring 
professional  judgment." 
Alberta  Association  of 
Registered  Nursing 
Assistants 


The  rate  at  which  knowledge  is  expanding  makes  the  maintenance  of 
professional  competence  a  matter  of  concern.  Health  professionals  must 
ensure  that  the  best  possible  care  is  being  provided  to  patients,  and  the  public 
needs  assurance  that  health  professionals  can  and  do  maintain  competence 
throughout  their  careers.  Providers  have  an  obligation  to  participate  in 
continuing  education  programs  which  are  designed  to  meet  changes  in  the 
field  of  health  care  delivery. 

18.0  THEREFORE,  WE  RECOMMEND  that  the  health  manpower  needs 
of  the  Health  Authorities  be  reviewed  following  the  identification 
of  their  local  priorities  to  ensure  sufficient  numbers  of  providers  of 
the  required  mix  are  being  attracted  to  and  trained  in  the  appropri- 
ate health  disciplines; 


18T  that  post-secondary  institutions  in  Alberta  be  apprised  of  emerging 
trends  and  needs  so  they  can  respond  promptly  with  relevant  training 
and  retraining  programs,  and  continuing  education  courses; 

18.2  that  Alberta  work  cooperatively  with  other  jurisdictions  to  improve 
mechanisms  to  identify  health  manpower  needs  and  coordinate  appro- 
priate training  and  educational  opportunities  throughout  Canada,  but 
particularly  within  the  western  provinces;  and 


18.3  that  Alberta  continue  and  expand  its  purchase  of  seats  at  out-of-province 
post-secondary  institutions  to  train  people  in  priority  programs  of  study 
not  available  or  at  full  capacity  in  this  province. 


Directions  for  Implementation 


Current  manpower  planning  efforts  must  be  streamlined  and  substan- 
tiated, and  prepared  on  the  basis  of  the  boundaries  of  the  Health  Authorities, 
taking  into  account  the  changing  health  needs  of  Albertans  and  complemen- 
tary health  care  delivery  services. 

"It  is  recommended  that  the  Cooperation  between  and  among  professional  groups  in  identifying  and 

informal  cooperation  that  projecting  future  manpower  needs,  and  in  articulating  professional  roles  and 

goes  on  within  the  hospital  responsibilities  that  will  foster  partnerships  in  care  delivery  is  essential.  A 

system  should  be  greater  degree  of  collaboration  between  health  care  administrators  and  educa- 

encouraged  in  every  way  tors,  and  between  provinces,  in  defining  the  nature  and  output  of  educational 

possible."  programs  to  facilitate  manpower  needs  is  imperative. 

H.L.  Morrison 

The  ability  and  flexibility  to  phase  up  or  down  the  various  manpower 
categories,  including  physicians,  should  exist  as  needs  develop  or  decline. 
This  relates  to  both  entry-level  preparation  programs  as  well  as  programs  for 
retraining  of  personnel. 
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More  funding  and  computerized  equipment  may  be  necessary  for  col- 
lecting, analyzing,  and  synthesizing  health  manpower  data  to  ensure  that 
comprehensive  and  current  information  in  a  consistent  format  is  widely 
available  for  manpower  planning.  Such  future  plans  should  give  considera- 
tion to  the  incorporation  of  manpower  substitutes  —  nurse  practitioners, 
midwives,  dental  therapists  —  into  specific  areas  of  service  delivery  where 
this  is  shown  to  provide  a  cost  effective,  high  quality  alternative  for  provision 
of  care.  The  data  should  relate  to  manpower  demand,  supply,  and  distribution 
by  profession  and  by  specialties  within  professions.  This  should  assist  in 
bringing  about  a  workable  consensus  on  manpower  issues. 

Professional  schools  and  health  professions  should  develop  and  update 
continuing  education  self-assessment  programs,  prepare  guides  to  continuing 
education  programs  to  be  taken  by  health  care  providers  throughout  their 
careers,  and  attempt  to  ensure  that  acceptable  programs  of  continuing  educa- 
tion are  available  to  providers  to  ensure  high  quality  service. 

Alberta  should  build  on  its  capability  to  deliver  programs  through 
distance  learning  initiatives  to  ensure  that  the  maximum  number  of  health 
care  providers  in  the  greatest  number  of  locations  are  being  reached. 

Additionally,  comprehensive  networks  should  be  put  into  place  so 
health  care  practitioners  could  have  immediate  telecommunication  or 
kelesatellite  access  to  specialized  consultation  services  and  health  informa- 
!  tion.  This  could  limit  the  need  for  patients  to  travel  to  the  urban  specialty  and 
'  referral  centres  for  assessment  by  specialists.  Such  networks  would  not  only 
j  improve  the  efficiency  of  the  system  by  reducing  crowding  in  urban  centres, 
;but  improve  the  knowledge  and  dignity  of  communities  and  rural  health 
j  practitioners. 

j  Manpower  planning  for  Alberta  cannot  be  done  in  isolation.  The  extent 
I  of  interprovincial  migration  of  professionals  indicates  a  need  for  interprovincial 
coordination.  Furthermore,  international  movement  of  professionals  supports 
|the  need  for  a  federal-provincial  approach. 

The  current  arrangements  among  the  provinces  to  purchase  seats  in 
icertain  post-secondary  health  programs  which  are  not  offered  in  the  home 
jprovince  should  be  expanded  to  include  those  programs  which  may  be  at 
jcapacity  levels  in  one  province  but  not  in  another. 


"It  is  recommended  that 
there  be  open  referral,  so 
different  practitioners  can 
begin  to  assess  the 
efficacy  of  each  other's 
therapy  for  particular 
complaints." 
A.  Chan 


"Continuing  education  must 
be  provided  for  all  dental 
professionals  to  increase 
their  awareness  of 
advances  in  the  treatment 
of  oral  diseases." 
The  Alberta  Dental 
Association 


"It  is  recommended  that 
there  be  an  audio  visual 
connection  for  hospitals  that 
would  provide  a  link  so 
that  smaller  centres  can 
take  advantage  of  the 
in-house  training  available 
to  the  staff  of  larger 
hospitals." 

Tim  Mornson,  Gordon  Pincock 


"It  is  recommended  that 
there  is  a  need  for 
coordination  and  inter- 
provincial planning  of  all 
health  care  human 
resources." 

National  Council  on  Welfare 
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AN  IMPORTANT  PERSPECTIVE 


People  must  always  remain  at  the  forefront  of  the  decisions,  changes 
and  adjustments  we  make  to  provide  health  and  health  care  services  to 
Albertans.  We  have  explored  in  detail  the  concepts  of  all  of  us  and  some  of  us, 
and  how  we  can  best  relate  our  health  needs  to  the  components  of  the  health 
care  system.  The  Commission  has  set  general  directions  for  us  to  better 
understand  how  we  are,  and  how  we  can  achieve  healthier  lifestyles  through 
knowledge  and  awareness.  The  groundwork  has  been  laid  to  give  individuals 
greater  control  over  decisions  which  affect  them  directly  in  matters  of  health 
and  health  care.  While  maintaining  the  principles  of  universality  and  access 
to  health  care  services  and  providers,  the  door  to  options  and  alternatives  has 
been  opened. 

Major  changes  have  been  recommended  in  the  management  and  admin- 
istration of  health  care  services,  programs  and  facilities  so  that  the  system  can 
be  more  responsive  and  relevant  to  the  people  for  whom  it  was  originally 
intended.  We  recognize  that  we  face  both  an  opportunity  and  a  challenge 
regarding  advancing  technologies.  Their  capacity  as  information  and  com- 
munication tools  will  result  in  improved  efficiencies  and  better  medical  and 
health  management  practices.  We  anticipate  increasing  resolution  of  con- 
flicts in  the  health  care  domain  as  practitioners  realign  their  commitment  to 
each  other  and  their  patients. 

None  of  the  directions  the  Commission  has  outlined  are  beyond  the 
reach  or  realm  of  possibility.  Their  successful  implementation  is  dependent 
on  commitment  to  developing  healthy  public  policies  which  focus  on  individ- 
uals —  both  providers  and  consumers. 

However,  matters  directed  toward  improving  health  and  health  care  are 
fully  effective  only  as  they  fit  within  the  much  larger  picture.  Without  a 
quality  environment,  our  quality  of  life  will  be  non-existent.  The  ideal  future 
is  one  which  recognizes  the  inter-relationship  between  our  personal  health 
behaviours  and  our  global  environmental  health  practices.  As  we  stated  in  the 
introduction  to  this  volume  —  nothing  matters  if  we  can 't  breathe. 


CHAPTER  FOUR 


THE  WORLD 
AROUND  US 


CHANGING  ATTITUDES 

The  mention  of  "sunny 


Alberta"  conjures  up  a  picture  of  clear,  blue  skies 
...sparkling,  pristine  lakes,  streams  and  rivers 
. . .  rich,  black  soil . . .  blowing  wheat  fields . . . endless 
northern  forests ...  rolling  hills  and  majestic  moun- 
tains. Well-ordered  cities  and  towns... rural  com- 
munities and  remote  homesteads... responsible  and 

planned  growth  and  economic  diversification.  155 


The  Earth  is  4.6  billion 
years  old.  Such  a  timespan 
is  inconceivable  but  can 
be  likened  to  a  person  who 
is  46  years  of  age.  On  that 
basis,  modern  man  has 
been  around  for  four 
hours.  The  industrial 
revolution  started  a 
minute  ago,  but  in  that 
minute  the  planet  has 
become  a  junk  yard. 
Time,  November  27,  1989 


Concern  for  environmen- 
tal health  is  an  issue  in 
which  the  public  leads  our 
politicians. 

Science  Council  of  Canada 


The  Indians  say  "we  do  not  inherit  the  land  from  our  grandparents,  we 
borrow  it  from  our  children".  Will  future  generations  be  able  to  conjure  up 
the  same  clean,  clear  picture.^  Will  Alberta  be  able  to  maintain  an  environ- 
ment that  is  suited  to  efficient  development,  to  preservation  of  health  and 
comfort,  and  to  enjoyment  of  living  today  and  in  the  future.-^ 

Or  will  Alberta  fall  victim  to  industry-based  growth,  individual  indul- 
gence, and  global  environmental  destruction.'' 

Environmental  health  involves  those  issues  where  community  health 
can  be  enhanced  through  the  improvement  of  the  quality  of  the  human 
environment  by  identifying,  assessing  and  controlling  the  health-related 
contaminants  in  air,  water,  land  and  the  food  chain. 

Pollution  of  our  environment  is  seen  as  one  of  the  greatest  threats  to 
humanity.  Concern  for  current  and  future  health  has  become  paramount  in 
the  minds  of  Canadians.  This  is  a  decided  shift  —  from  traditional  conserva- 
tion aspects  related  to  wildlife  and  recreational  impacts  —  toward  personal 
well-being.  Most  of  us  believe  we  have  already  suffered  adversely  from  some 
form  of  pollution,  and  that  the  worst  is  yet  to  come... that  more  hazardous 
discoveries  are  being  made  practically  each  day. ..that  life-threatening  acci- 
dents occur  around  the  world  or  around  the  corner  with  greater  and  greater 
frequency.  Yet,  despite  much  talk,  frighteningly  few  actions  are  being  taken  to 
effect  the  kinds  of  changes  that  are  needed. 


"There  is  an  increased  public 
awareness  of  environmental 
hazards  to  health  and  future 
generations.  It  is  no  longer 
adequate  to  make  decisions 
in  isolation  based  upon 
economic  gain." 
Wetoka  Health  Unit  Board 


"We  cannot  sustain  the  way 
we  have  been  living  for  the 
last  40  years.  Our  planet 
cannot  sustain  the  cost  to  its 
systems:  our  population 
cannot  sustain  the  monetary 
costs  and  our  society  cannot 
sustain  the  moral  costs." 
E.  Ma  roes 


Albertans  have,  as  have  most  Canadians,  become  more  aware  of  the 
environment  as  a  health  issue... largely  due  to  media  coverage  of  the  high- 
risk,  long-term  effects  of  well-publicized  technological  accidents  like  Chernobyl 
and  Bhopal;  and  the  apparent  low-risk,  short-term  effects  of  chemical  spills 
from  transport  vehicles  on  roadways  throughout  the  province.  Additionally, 
we  are  aware  of  the  risk  of  exposure  to  toxic  wastes  and  low-level  radiation;  of 
additives  to  our  food,  fuel  and  cosmetics.  We  must  determine  whether 
containers,  products  and  materials  are  recyclable,  biodegradable  or  non- 
aerosol.  We  hear  about  the  hole  in  the  ozone  layer,  the  global  warming  caused 
by  the  greenhouse  effect,  and  mass  destruction  of  the  rain  forests.  This 
increased  awareness  has  spawned  both  concern  and  confusion  regarding 
causes,  regulatory  measures  and  responsibilities. 

The  notion  that  we  are  safe,  protected  or  immune  to  such  dangers  is  a  thing 
of  the  past . . .  that  we  might  influence,  affect  or  control  decisions  is  the  wave  of 
the  future.  In  fact,  people  are  prepared  to  make  personal  sacrifices  to  achieve 
environmental  protection.  A  1989  survey  of  people  from  14  developed  and 
developing  countries,  conducted  by  the  Harris  Poll  and  sponsored  by  the  United 
Nations  and  the  World  Bank,  showed  resounding  support  from  90  per  cent  of 
the  respondents  to  paying  higher  taxes  and  accepting,  if  necessary,  a  lower 
standard  of  living  to  reduce  environmental  degradation  and  ensure  protection. 
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A  concerned  public  is  not  a  complacent  public.  In  our  own  best  interests 

—  and  those  of  future  generations  —  we  will  expect  and  demand  that  health 
considerations  be  placed  on  an  equal  footing  with  other  consequences  of 
economic  development  and  progress. 

All  of  us  are  in  this  together 

The  problems  of  the  environment  are  as  big  as  the  world  itself.  No 
longer  can  we  as  Albertans  and  Canadians  put  the  responsibility  for  ''our" 
environmental  crises  onto  other  countries,  onto  the  laps  of  politicians  and 
government  regulators,  or  onto  the  backs  of  business  and  industry.  All  of  us 

—  individuals,  corporations,  environmentalists,  governments,  organizations 

—  are  stakeholders  in  the  world  around  us.  Learning  to  work  together  in 
I    confidence  and  trust  is  the  first  hurdle  we  must  overcome. 

What  is  our  commitment  as  individuals.^  Answering  a  public  opinion 
poll  is  one  thing  —  actually  paying  higher  taxes  to  clean  up  or  protect  the 
environment  is  another;  changing  behaviour  is  still  another. 

In  rich  countries,  a  new  breed  of  green  consumers  appear  prepared  to  pay 
premium  prices,  if  necessary,  for  products  which  claim  to  be  kind  to  the  earth. 
Food  processors  and  other  manufacturers  are  beginning  to  recognize  the  double 
bonus  —  profit  and  an  improved  corporate  image  —  in  the  idea  of  ''going  green" 
to  woo  consumers.  We  seem  to  be  making  some  progress  toward  becoming 
more  responsible  consumers  by  changing  our  purchasing  habits.  But  it  is 
more  difficult  to  change  our  habit  with  garbage  —  the  real  issue. 

The  average  Canadian  household  produces  20  to  40  litres  of  toxic  waste 
each  year  —  the  largest  single  class  of  hazardous  waste  generation  in  Canada. 
[Connexions,  Winter  1989)  A  four-person  household  probably  produces  at 
least  3.5  tonnes  of  trash  annually.  Small  wonder  that  a  radio  commercial  — 
advertising  laundry  detergent  refills  in  new,  near-biodegradable  plastic  bags 

—  begins  by  suggesting  that  it  would  take  garbage  trucks,  lined  up  bumper- 
to-bumper  from  St.  John  s,  Newfoundland,  to  Vancouver,  British  Columbia, 
to  hold  one-year  s  worth  of  Canadian  domestic  garbage. 

The  Government  of  Alberta  is  committed  to  providing  a  clean,  safe 
environment  for  Albertans.  In  1971,  it  was  the  first  government  in  Canada  to 
establish  a  department  of  the  Environment,  and  now  spends  more  per  capita 
than  any  other  province  —  $90  per  person  or  $119  million  in  total  for 
1989-90.  The  province  has  identified  the  need  for  leadership,  responsible 
policies,  research  initiatives,  and  conservation  strategies  by  all  stakeholders  in 
an  effort  to  balance  economic  and  environmental  concerns.  However,  health 
per  se,  as  part  of  environmental  concerns,  is  not  yet  on  the  agenda  for  debate. 


"As  Alberta  grows  more 
urban,  so  too  grows  the  risk 
that  we  will  lose  touch  with 
nature.  Without  knowledge  or 
emotion  relating  to  the  out- 
doors, a  sense  of  commitment 
and  loyalty  to  it  is  lost.  To 
value  the  natural  world,  we 
must  maintain  meaningful 
contact  with  it." 
Alberta  Recreation  and  Parks 


"To  achieve  the  protection, 
improvement  and  wise  use 
of  Alberta's  environment 
now  and  in  the  future." 

Alberta  Environment's 
mission  statement 


"If  industt7  causes  a  health 
problem,  that  industry  must 
help  to  control  or  cure  the 
problem. 

It  is  recommended  that 
contamination  of  soil,  water 
and  air  by  industry  that  effects 
us  all,  needs  to  be  dealt  with 
in  a  positive,  helpful  and 
meaningful  way." 
M.  Peplar 


The  Environmental  Council  of  Alberta  has  been  developing  a  conserva- 
tion strategy  for  Alberta  through  public  consultation.  In  response  to  a  1986 
initiative  developed  by  the  National  Task  Force  on  the  Environment  and  the 
Economy,  Alberta  announced  that  it  will  establish  a  roundtable  to  create  a 
consultation  forum  represented  by  all  stakeholder  groups  to  formulate  strate- 
gies that  will  achieve  a  balance  between  economic  and  environmental  con- 
cerns. New  legislation  regarding  environmental  enhancement  is  being  drafted 
and  public  input  is  being  sought. 

For  years,  industry  —  considered  the  culprit  —  was  shut  out  of  the 
environmental  arena.  Only  recently  —  when  they  joined  discussions  on  the 
United  Nations  World  Commission  on  Environment  and  Development  three 
years  ago  —  has  their  potential  as  a  positive  contributor  been  acknowledged. 


The  Greening  of  the 
Boardroom 

As  Inco's  Executive  Vice- 
President,  Roy  Aitken  says, 
"Ten  years  ago  most 
businessmen  thought  of 
the  environment  as  a 
nuisance.  Now  it's  more 
like  a  national  crusade." 

The  old  environmentalists 
believed  all  growth  was 
dangerous.  Industry 
didn't  buy  it.  New 
environmentalists  talk 
about  "Sustainable 
development  ",  a 
philosophy  which 
reconciles  growth  with 
protecting  nature. 


That  World  Commission  opened  doors  for  industry  to  participate  in  a 
proactive  and  constructive  fashion,  challenging  industry  in  a  way  which  has 
allowed  them  to  respond.  Industry  is  now  invited  to  attend  conferences  and 
roundtable  discussions  as  an  equal  partner. 

This  new  cooperative  approach  is  starting  to  achieve  results.  Inco, 
Canada's  number  one  polluter,  is  in  the  process  of  spending  $500  million  of 
its  own  to  cut  sulphur  dioxide  (SO2)  emissions  from  its  Sudbury  smelter.  The 
1982  sour  gas  blowout  at  Lodgepole,  Alberta  resulted  not  only  in  stricter 
regulations  and  high  costs  for  drilling  sour  gas,  it  was  the  catalyst  for  the 
Canadian  Petroleum  Association  to  set  out  its  own  environmental  codes  of 
practice.  Industry  set  out  to  demonstrate  to  the  government  and  the  public 
that  it  could  regulate  its  own  members  effectively  and  consistently. 

There  is  a  need  to  encourage  business  to  look  for  new,  clean  tech- 
nologies. Currently,  with  our  emphasis  on  regulation  rather  than  incentive, 
industry  tends  to  focus  on  clean-up  technology  rather  than  clean  technology. 


During  the  course  of  this 
century,  industry  has  been 
forced  to  accept  the  fact 
that  it  has  a  moral  and 
legal  duty  to  incorporate 
certain  social  costs  into  its 
cost  of  doing  business. 
Robert  Collison,  Report  on 
Business  Magazine, 
July  1989 
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Most  of  us  have  recognized  the  problem  of  natural  resource  depletion. 
Now  we  need  to  institute  policies  that  reward  investments  that  meet 
sustainability  criteria  to  protect  the  environment  while  using  resources  wisely. 
According  to  the  World  Bank,  cost  benefit  analysis  must  take  into  account 
evaluation  of  waste  treatment  and  waste  disposal  as  part  of  the  full  cost  of 
doing  business.  Clean  technology  that  avoids  producing  the  waste  in  the  first 
place  is  the  most  sustainable.  Indeed,  a  model  piece  of  U.S.  legislation,  a 
spin-off  of  the  Love  Canal  hazardous  waste  disaster,  requires  chemical  and 
petroleum  industries  to  pay  a  tax  to  establish  the  Superfund  Program  so  that 
the  possible  cost  of  clean-up  becomes  part  of  the  cost  of  doing  business.  The 
costs  are,  therefore,  recognized  in  the  executive  suite  —  and  by  shareholders 
—  in  a  pro-active  rather  than  a  reactive  way. 

Environmentalists,  once  considered  a  radical,  fringe  group,  are  gaining 
acceptability  in  the  boardrooms  of  industry,  on  government  planning  and 
regulatory  bodies,  in  universities,  and  most  recently  as  regular  media 
contributors. 

Environmental  lobby  groups  have  changed  from  focusing  on  large 
global  issues  to  matters  closer  to  home.  In  Alberta,  there  are  a  number  of 
groups  dedicated  to  water,  forest  and  land  protection,  health  impact,  and 
recycling.  More  and  more  people  are  thinking  globally  and  acting  locally. 

These  groups  not  only  educate  the  public  but  lobby  government  about 
environmental  issues.  One  of  the  best  examples  of  cooperative  effort  is  the 
quarterly.  Environment  Views,  published  and  funded  by  Alberta  Environment 
but  produced  through  an  independent  editorial  board  with  representation 
from  environmental  groups,  government  and  industry. 

THE  NOT-SO-PRETTY  GLOBAL  PICTURE 

There  are  three  major  threats  to  the  global  environment  and  our 
personal  health:  depletion  of  the  ozone  layer,  global  warming,  and  resource 
depletion.  These  issues  concern  all  of  us  —  all  over  the  world  regardless  of 
international  boundaries.  Some  of  us  are  in  a  more  critical  position  than 
others,  while  some  of  us  are  in  the  fortunate  position  of  being  able  to  learn 
from  the  experiences  of  others. 

Knowingly  and  unknowingly,  we  have  managed  to  put  our  air  and  water 
supplies  in  grave  jeopardy.  As  developing  countries  increase  their  economic 
activity  and  raise  their  standards  of  living,  they  too  will  become  heavy  users  of 
these  dwindling  resources. 

It  is  important  to  understand  what  the  major  threats  to  the  global 
environment  —  and,  therefore,  to  our  very  existence  —  are,  and  that  they  are 
inter-linked. 


The  Ontario  Law  Reform 
Commission  is  urging  sig- 
nificant changes  to  give 
public-interest  groups 
greater  access  to  the  courts 
to  fight  for  environmental 
causes. 

One  of  the  key  changes 
recommended  would 
allow  individuals  and 
groups  the  right  to  gain 
standing  before  the  courts 
in  order  to  raise  issues  of 
public  interest. 
The  Globe  and  Mail, 
Tuesday,  Oct.  3,  1989 


"An  education  in  ecological 
responsibility  is  urgent: 
responsibility  for  oneself, 
for  others,  and  for  the 
earth. 

...true  education  in 
responsibility  entails  a 
genuine  conversion  in 
ways  of  thought  and 
behaviour.  Churches  and 
religious  bodies,  non- 
governmental and  govern- 
mental organizations, 
indeed  all  members  of 
society,  have  a  precise  role 
to  play  in  such  education. 
The  first  educator, 
however,  is  the  family, 
where  the  child  learns  to 
respect  his  neighbour  and 
to  love  nature." 
Vatican  Speech 
World  Day  of  Peace 
Jan.  1,  1990 
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"It  is  recommended  that  there 
should  be  incentives  to 
industry  to  use  products  which 
do  not  destroy  the  ozone  layer." 

J.  Neuman 


People  are  becoming  increasingly  aware 
of  CFCs,  and  many  are  adjusting  buying 
habits  to  reflect  their  concern. 

"The  greenhouse  effect, 
depletion  of  the  ozone 
protection,  continuing 
pollution,  and  the  end 
products  of  changing  and 
increasing  health  problems 
must  be  considered  and 
planned  for,  for  future  health 
care  to  be  effective." 
G.C.  Stirling 


Depletion  of  the  ozone  layer 

About  90  per  cent  of  the  Earths  ozone  is  found  naturally  in  a  layer  15  to 
35  kilometres  above  the  Earths  surface.  This  ozone  layer  protects  life  from 
the  sun  s  deadly  ultraviolet  rays  by  absorbing  them.  But  it  is  being  damaged  — 
holes  are  being  ripped  in  it  by  toxic  chemicals  that  are  emitted  into  the  air,  rise 
and  get  trapped  in  our  ozone  blanket. 

The  biggest  threat  to  the  ozone  layer  is  chlorofluorocarbons  (CFCs)  — 
such  as  refrigerants,  aerosol  propellants,  and  the  bubbles  in  foam  cushions, 
insulating  foam,  and  polystyrene  plastic  containers  and  packaging.  Released 
into  the  atmosphere,  such  chemicals  thin  the  ozone  layer,  causing  it  to  lose  its 
ability  to  filter  out  and  protect  us  from  excessive  ultraviolet  radiation  from  the 
sun.  Without  that  natural  protection,  we  will  fall  victim  to  dramatically  more 
incidents  of  skin  cancers,  cataracts  and  other  medical  problems.  People  are 
becoming  increasingly  aware  of  CFCs,  and  many  of  us  are  adjusting  buying 
habits  to  reflect  our  concern. 

Health  impact 

In  September  1987,  Enviromnent  Views  reported  that  "the  (United 
States)  Environmental  Protection  Agency  s  studies  estimate  that  if  the  ozone 
layer  is  destroyed  on  an  average  increase  of  2.5  per  cent  per  year,  people  born 
between  1985  and  2029  could  suffer  an  additional  8.3  million  cases  of  skin 
cancer  resulting  in  an  additional  167,000  deaths.  For  people  born  between 
2030  and  2074,  the  EPA  statistics  are  even  more  horrifying  —  an  extra  30 
million  cases  of  skin  cancer,  including  lethal  melanomas,  will  result  in  an 
additional  620,000  deaths." 

What  are  we  doing  about  it? 

In  1987,  24  countries  signed  the  Montreal  Protocol  setting  a  target  for 
50  per  cent  reduction  of  CFCs  by  1999.  This  has  been  accelerated  by  Canada, 
the  United  States  and  the  European  Economic  Communities  to  a  bolder 
target  of  100  per  cent  reduction  by  2000.  This  is  a  formidable  task  with  only  a 
10-year  time-frame  for  accomplishment.  Restricting  production  is  one  thing, 
but  convincing  consumers  to  give  up  the  comfort  of  their  foam  cushions  may 
be  more  difficult  to  achieve,  and  near  impossible  to  enforce.  Viable  alterna- 
tives must  be  sought. 

These  good  intentions  and  positive  actions  could  be  wiped  out  by  the 
challenge  presented  by  China,  India,  South  Korea,  Indonesia  and  Brazil  who 
plan  to  increase  CFC  production  during  the  next  10  years. 
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Global  warming 

The  planet  s  temperature  is  higher  than  it  has  been  since  statisticians 
began  to  keep  records.  In  the  next  50  to  60  years  temperatures  may  increase 
by  another  two  to  four  degrees.  The  rate  of  change  is  hkely  to  increase 
dramatically  during  the  1990s. 

As  solar  energy  enters  the  atmosphere,  light  is  absorbed  by  the  earth.  It 
is  re-radiated  at  longer  heat  wavelengths,  some  of  which  are  captured  by 
greenhouse  gases  —  such  as  carbon  dioxide,  CFCs,  methane,  and  nitrous 
oxide.  Higher  concentrations  of  greenhouse  gases  trap  more  re-radiated  heat. 
When  atmospheric  and  surface  temperatures  increase,  weather  and  climate 
patterns  change. 

What  we  know  today  about  heat  trapping  of  gases  was  basically  spelled 
out  to  us  100  years  ago.  We  know  that  carbon  dioxide  and  other  gases  can  let 
sunlight  through  easily  and  trap  heat  near  the  surface.  We  also  know  that 
we've  increased  carbon  dioxide  by  25  per  cent  in  the  past  200  years,  and 
doubled  the  incidence  of  potentially  harmful  gases  like  methane  and  nitrous 
oxides,  and  added  CFCs  which  never  existed  before. 

Scientists  say  this  global  warming  trend  is  the  direct  result  of  human 
activity  that  increases  the  levels  of  carbon,  carbon  dioxide,  methane,  and 
CFCs  in  the  atmosphere,  through  industrialization. 


Source:  Environment  Views,  Vol.  II,  #3,  Dec. 


CFCs  are  most  easily  traced,  but  this  is  not  the  case  with  two  other 
greenhouse  gases  —  methane  probably  comes  from  rotting  waste,  raw  sew- 
age, and  leaking  natural  gas;  while  nitrous  oxide  comes  partly  from  internal 
combustion  engines,  coal-fired  power  stations,  fertilizers,  and  land  clearing. 
Carbon  dioxide  emissions  result  from  the  burning  of  fossil  fuels,  wood,  coal, 
oil,  and  natural  gas.  The  impact  of  these  emissions  has  increased  because  of 
deforestation.  Forests  are  the  lungs  of  our  planet  —  normally  converting  10  to 
30  per  cent  of  annual  carbon  dioxide  emissions  from  humans  into  oxygen.  It 
is  estimated  that  the  burning  of  oil,  gas  and  coal  releases  carbon  into  the 
atmosphere  as  gaseous  CO2  at  about  five  billion  tonnes  per  year  —  equivalent 
to  10  000  tonnes  per  minute  —  non-stop! 


ECOLOGICAL  HOT  SPOTS  AROUND  THE  WORLD 


Oil  exploration  threatens 
wilderness 


Valdez  oil  spill  - 
threatens  4,000 
km  of  coastline 


Mexico  City:  the  most  

polluted  air  in  the  world's 
most  populous  city 


Acid  rain  destroys 

life  in  thousands  of 

Canadian  &  U.S.  lakes 

30  hazardous 
chemicals  found 
in  St.  Lawrence 


Rhine  River  discharges 
100  tonnes  of  toxic 
heavy  metals  into  the 
North  Sea  annually 

Seveso:  dioxin 
cloud  released  in  1976 


/ 

Toxic  waste  from 
Europe  dumped 
here 


Acid  rain  wipes  out 
fish  in  4,500  lakes 

V  Chernobyl:  site  of 

1986  nuclear  disaster 


Lapland:  delicate  tundra 
still  affected  by  Chernobyl  fallout 


■  Athens:  Europe's 

most  polluted  city 


/ 


Bhopal:  thousands 
die  from  1984  toxic 
gas  leak 

Millions  suffer  from 
drought  and  famine 


Desert  spreads  from  Area  of  the  world's 
overgrazing  and  fastest  population 
destruction  of  trees  growrth 


China's  planned  use  of 
CFCs  threatens  international 
effort  to  protect  ozone 

Clearing  Himalaya 
forests  triggers 
massive  flooding 
in  Bangladesh 


Destruction  of  Pacific 
rainforest  continues 
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;i  Source:  Edmonton  Journol  1989 


Ozone  layer  at  both  poles  is  thinning 
because  of  chlorofluorocarbons 


"What  people  have  to 
remember  is  that  the 
bottom  line  is  every  year 
we  add  ninety  million 
more  people  to  the  planet. 
That  is  the  equivalent  of 
more  than  the  population 
equivalent  of  another 
U.S.  every  three  years." 
Stanford  University  ecologist, 
Paul  Eriich 


Health  impact 

The  impact  of  global  warming  on  health  relates  to  our  ability  to  feed 
ourselves.  According  to  one  study  in  1986  by  the  Council  of  Scientific 
Unions,  a  one-degree  increase  in  temperature  with  an  accompanying  10  per 
cent  decrease  in  rainfall  leads  to  a  25  per  cent  decrease  in  grain  production. 
Global  warming  leads  to  climate  change  and  loss  of  top  soil.  Add  over- 
population and  you  have,  literally,  a  deadly  mix.  More  than  five  billion  people 
inhabit  the  earth  now  —  and  our  numbers  are  growing  by  275  million  every 
three  years.  One-quarter  of  us  currently  uses  three-quarters  of  our  arable  land 
and  biological  and  mineral  reserves.  It  isn't  hard  to  calculate  that  we  will  soon 
be  in  the  middle  of  that  deadly  mix  as  Third  World  countries  try  to  emulate 
our  affluence. 


What  are  we  doing  about  it? 


Because  global  warming  results  from  the  accumulation  of  airborne 
pollutants  above  the  earth,  it  will  require  a  major  effort  on  a  number  of  fronts 
—  reducing  the  pollutants;  maintaining  the  environment's  ability  to  cleanse 
itself;  protecting  our  diminishing  resources;  finding  alternatives  to  fossil  fuel 
energy  sources;  and  decreasing  the  world  s  population  growth.  In  the  future, 
black  gold  will  be  our  precious  topsoil. 


In  the  future,  black  gold  will  be  our 
precious  topsoil. 


LEAD  EMISSIONS  FROM 
CARS:  Each  year  450,000 
tonnes  of  lead  are  released 
into  the  air  by  humans, 
compared  with  3,500 
tonnes  from  natural 
sources.  Lead  from 
vehicle  exhaust  represents 
more  than  half  of  this 
pollution.  Lead  is  added 
to  petrol  to  improve  its 
combustion  properties, 
and  is  released  to  the  air 
as  fine  particles. 


Since  the  major  pollutant  is  carbon  dioxide,  any  changes  will  have  to 
involve  a  serious  reconsideration  of  our  reliance  on  fossil  fuels.  This  is 
occurring  both  through  conservation  efforts  and  research  into  alternate 
sources  of  energy  which  hopefully  will  be  less  lethal. 

The  automobile  is  a  major  polluter  —  the  car  produces  60  per  cent  of  our 
total  lead  emissions,  20  per  cent  of  our  nitrogen  oxide,  and  45  per  cent  of  our 
carbon  monoxide.  Amazingly,  close  to  95  per  cent  of  the  people  of  the  world 
do  not  own  cars!  The  1988  "Changing  Atmosphere  Conference"  held  in 
Toronto  targeted  a  20  per  cent  reduction  of  CO2  emissions  by  the  year  2005, 
and  a  50  per  cent  reduction  by  2050. 
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Resource  depletion 

The  threatened  loss  of  the  Amazon  and  British  Columbia  rain  forests  is 
akin  to  a  "lung  amputation"  for  Mother  Earth.  Massive  public  concern  is 
leading  to  reappraisal  of  economic  policies  that  initiated  the  destruction  in  the 
first  place,  and  causing  governments  to  proceed  with  development  in  a  more 
cautious  manner. 


"The  roads  and  the  home 
environment  are  encroaching 
on  one  another  to  an  extent 
that  they  are  causing  health 
problems  for  our  children  and 
the  elderly  especially." 
M.  Barker 


More  than  half  of  Alberta  —  360  000  square  kilometres  —  is  covered 
by  forests.  Of  the  total  forest  area,  196  000  square  kilometres  are  classified  as 
timbered  deciduous  and  coniferous  forest  land.  The  government,  in  its 
attempts  to  diversify  the  economy,  has  issued  Forestry  Management  Agree- 
ments on  93  000  square  kilometres  of  Crown  timberlands.  There  are  differing 
opinions  about  the  wisdom  of  this  decision,  but  the  government  maintains 
that  less  than  half  of  those  lands  will  be  cut  since  a  proportion  of  management 
areas  is  designated  for  recreational  and  wildlife  purposes.  Public  hearings 
provide  the  opportunity  for  the  various  interest  groups  to  present  their 
positions,  and  for  government  to  defend  its  decisions. 


"It  is  recommended  that  the 
only  possible  way  to  achieve 
a  "Health  Care "  system  that 
delivers  what  its  name 
promises  is  to  place  as  our 
foremost  objective  a  clean 
environment." 
B.  Smith 


The  rape  of  our  top  soil  is  less  noticeable  than  in  Africa  where  every  year 
thousands  of  hectares  become  deserts  that  cannot  be  retrieved.  Could  Alberta 
become  a  Sahara  of  the  future.''  It  shouldn't  happen  —  but  we  must  recognize 
that  subtle  depletion  through  overuse  of  chemicals,  leeching  through  over- 
irrigation,  and  over-working  the  soil  could  lead  to  the  same  end.  The  impor- 
tance is  to  ensure  sustainable  growth  and  responsible  practices,  a  balance 
between  growth  today  and  growth  tomorrow. 

Health  impact 

Who  is  to  know  precisely  the  impact  of  the  environment  on  our  health.'' 
Indeed,  it  is  not  possible  to  separate  the  two  —  we  cannot  sustain  our  health  if 
we  do  not  sustain  our  environment.  Improperly  addressed,  a  variety  of 
environmental  concerns  will  have  a  major  impact  on  our  health,  individually 
and  collectively.  Our  well-being,  our  way  of  life,  our  standard  of  living  —  our 
very  existence  —  will  be  threatened.  To  ignore  reality  and  refuse  to  adapt 
would  cause  us  to  be  trapped,  dinosaur-like,  in  a  situation  from  which  there 
is  no  escape. 


But  we  do  adapt.  We  do  change  what,  how  and  why  we  do  the  things  we 
do.  Ten  years  ago,  we  wouldn't  have  held  much  hope  for  nuclear  disarmament 
. .  .glasnost  meant  nothing  to  us. .  .CFCs  were  considered  safe.  Times  change, 
pressures  mount.  Measures  will  be  taken  to  ensure  the  protection  of  our 
environment  and  our  health  —  because  we  will  help,  we  will  insist. 
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Janson  Edworthy  of  Nor- 
Wester  Energy  Systems  of 
Calgary  feels  wind  power 
would  be  more  widely 
used  if  utilities  were  forced 
to  charge  their  customers 
to  pay  for  the  environmen- 
tal damage  caused  by 
burning  coal,  natural  gas, 
or  oil.  Building  a  modest 
10  megawatt  "wind  farm " 
to  replace  the  equivalent 
coal  burning  generation 
would  eliminate  23  million 
kilograms  of  pollutants  a 
year,  e.g.  acid-rain 
causing  sulphur  dioxide 
and  carbon  dioxide. 
Financial  Post,  Oct.  20, 1989 


Natural  gas  contains  no 
lead,  produces  no 
particulate  matter,  and 
exhausts  less  carbon 
monoxide  than  gasoline. 
Furthermore,  natural  gas 
produces  virtually  no 
hydrocarbons  that  the  sun 
can  turn  into  smog. 

These  clean  burning 
qualities  have  already 
attracted  the  attention  of 
companies  and  govern- 
ments that  run  vehicles  in 
densely  populated  urban 
areas.  Natural  gas 
provides  the  greatest 
benefit  in  heavy  stop-and- 
go  driving,  where  gasoline 
engines  are  more 
inefficient. 

Courtesy  of  Northwestern 
Utilities  Ltd., 
Edmonton,  Alberta 


What  are  we  doing  about  it? 

While  we  can  talk  about  conservation,  few  of  us  want  to  conserve  to  the 
point  where  it  means  cutting  back  on  either  our  personal  lifestyles  or  eco- 
nomic growth. 

Conservation  or  cutbacks  may  not  be  realistic  in  a  world  where  develop- 
ing countries  have  a  lot  of  catching  up  to  do  to  reach  even  our  minimum 
standards  of  wealth.  A  more  realistic  alternative  may  be  to  find  ways  to  use 
resources  more  effectively  and  efficiently,  and  to  find  alternate  sources  that 
are  easier  to  manage. 

There  has  been  a  growing  interest  in  alternate  forms  of  energy.  Our 
primary  powers  of  energy,  for  the  most  part,  are  non-renewable:  natural  gas, 
oil,  coal  and  conventional  nuclear  power.  Alternate  renewable  sources  include 
wood,  plants,  dung,  falling  water,  geothermal  sources,  solar  and  tidal  wave 
energy  —  plus  human  and  animal  muscle-power.  Nuclear  reactors  that 
produce  their  own  fuel  and,  eventually,  fusion  reactors  also  are  in  this 
category.  [Our  Common  Future,  1987) 

A  few  Canadian  companies  are  successfully  selling  wind  and  solar  energy 
generating  systems.  These  energy  systems  offer  alternatives  to  those  sources 
of  energy  that  adversely  affect  the  environment.  Some  companies  are  market- 
ing energy  systems  capable  of  harnessing  sunlight  for  purposes  of  ventilation, 
and  household  water  and  air  heating.  Scientific  breakthroughs  have  occurred 
in  Britain,  the  United  States  and  Australia  in  designing  efficient  methods  of 
turning  the  sun  s  rays  into  electricity.  Canada  is  on  the  fringe  of  such  research, 
however,  funding  is  required  to  advance  research  abilities. 

In  the  past  six  years,  more  than  20,000  Canadian  vehicles  have  been 
converted  to  operate  on  natural  gas.  In  that  time,  114  public  natural  gas 
fueling  stations  have  been  opened.  As  well,  vehicle  conversions  to  methanol 
could  expand  markets  for  Alberta's  growing  petrochemical  industry.  Electri- 
cally powered  vehicles  are  also  a  consideration. 

Such  alternate  approaches  are  possible  but  each  may  pose  its  own  health 
risks.  For  example,  emissions  from  natural  gas,  considered  the  cleanest  of  the 
hydrocarbon  fuels,  and  methanol  powered  cars  could  interact  with  existing 
pollution  to  cause  serious  health  risks.  We  just  don't  know.  Nonetheless, 
these  alternatives  must  be  explored... risk  must  be  balanced  with  careful 
study  and  quick  action  should  unsafe  conditions  be  identified. 
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FROM  ALBERTA'S  PERSPECTIVE 


Alberta  has  traditionally  been  a  resource-based  economy  struggling 
with  economic  diversification.  We  have  a  lot  invested  in  development  that 
meets  the  needs  of  the  present  without  compromising  the  ability  of  future 
generations. 

It  would  be  wonderful  if  Alberta  were  responsible  only  for  her  own 
backyard,  but  she  is  not.  There  is  a  much  larger  picture  —  a  picture  so  big  it 
often  overwhelms  us  into  feeling  our  singular  efforts  couldn't  possibly  make  a 
difference.  So  why  bother,  right.''  Wrong. 

In  order  to  bring  the  big  picture  home,  the  environmental  impact  on 
health  is  discussed  from  the  perspective  of  four  of  Alberta's  major  economic 
sectors:  oil  and  gas,  forestry,  agriculture,  and  petrochemical  and  other  manu- 
facturing industries. 

Oil  and  Gas 

Alberta  earned  its  reputation  and  secured  its  economic  foundation  on 
the  oil  and  gas  industry.  Oil  and  gas  deposits  —  in  staggering  amounts  —  are 
located  throughout  the  province. 

'  Fossil  fuels  drive  the  engine  of  our  economy.  The  more  fossil  fuels  we 
j  burn,  the  more  prosperous  we  become,  and  —  unfortunately  —  the  more 
I  carbon  we  produce,  contributing  to  global  warming  trends.  Unfortunately, 
j  the  impact  of  fossil  fuel  on  the  greenhouse  effect  may  return  to  haunt  our 

I  farmers  in  southern  Alberta,  and  threaten  our  entire  agricultural  base. 

We  are  one  of  the  highest  carbon  producers  per  capita  in  the  world.  The 
Alberta  Conservation  Strategy  projects  that  Alberta  could  save  more  than 
$700  million  a  year  by  conserving  energy  while  reducing  emissions  by  15 
million  tonnes  per  year  if  we  were  to  follow  guidelines  accepted  at  the 
"Changing  Atmosphere  Conference".  {Environment  Views,  December  1988) 

Major  legislation  dealing  with  the  impact  of  emissions  from  oil  and  gas 
plants,  and  emissions  from  burning  fossil  fuels  is  contained  in  policy  regulat- 
I  ing  air  quality  in  cities.  The  Land  Surface  Conservation  and  Reclamation  Act, 

I I  under  the  Minister  of  Environment,  provides  the  authority  to  order  the 
I  preparation  and  submission  of  reports  assessing  the  environmental  impact  of 
I  proposed  developments.  This  affects  industries  such  as  sour  gas  processing 
plants,  major  pipelines  and  transmission  lines. 


"Lodgepole  did  more  for 
the  environmental  health 
of  this  province  than  20 
years  of  writing  reports 
and  making  submissions. 
We  spent  millions  and 
millions  of  dollars  after  the 
fact  cleaning  up  Love 
Canal,  doing  diagnostic 
studies  in  Pincher  Creek 
when,  if  that  money  were 
spent  in  prevention,  it 
would  have  a  far  greater 
impact  on  public  health." 
John  Oloney, 
Environment  Views,  1987 


Calgary's  GEMINI 
BIOCHEMICAL  RESEARCH 
LTD.  is  investigating 
commercial  applications 
for  methane  oxidizing 
bacteria,  production  of 
microbial  pesticides,  and 
the  use  of  biocatalysts 
(such  as  those  found 
naturally  in  methane 
oxidizing  bacteria)  to  con- 
vert methane  to  methanol. 
Alberta  Department  of 
Technology,  Research  and 
Telecommunications 


The  levels  of  certain  outdoor  air  contaminants  are  monitored  by  both 
the  provincial  government  and  private  industry.  For  example,  the  Strathcona 
Industrial  Association,  a  group  of  10  companies  which  owns  refineries  and 
other  industries  located  east  of  Edmonton  within  Strathcona  County,  employs 
an  independent  consultant  to  operate  six  air  quality  monitoring  stations  in  the 
industrial  and  nearby  residential  areas.  The  Pollution  Control  Division  of 
Alberta  Environment  also  collects  data  related  to  air  quality.  Air  quality  is  not 
a  frequently  raised  issue  except  in  isolated  incidents,  such  as  when  spraying  is 
conducted  for  mosquito  control.  But  in  1982,  when  sour  gas  from  a  natural 
gas  well  located  southwest  of  Edmonton  near  Lodgepole  escaped  at  an 
uncontrolled  rate  for  67  days,  a  public  outcry  instigated  two  studies  on  the 
effects  of  sour  gas  on  the  general  population. 

Alberta  —  the  heartland  of  Canada's  fossil  fuel  industry  —  has  the 
opportunity  to  be  the  instigator  of  energy  policy  that  promotes  energy  effi- 
ciency and  prolongs  the  life  of  our  natural  resources.  The  provinces  built-in 
advantage  on  both  fronts  lies  in  the  existence  of  the  Alberta  Research  Council 
and  the  Energy  Resources  Conservation  Board,  both  of  which  have  been  in 
operation  for  more  than  half  a  century  and  have  established  reputations  for 
excellence.  These  efforts  are  complemented  by  an  aggressive  private  sector 
which  is  world-renowned  for  its  innovations  and  expertise. 

Often,  from  adversity  comes  opportunity.  For  example,  the  problem  of 
sulphur  emissions  from  our  sour  gas  caused  Alberta  to  develop  a  major 
sulphur  extraction  process.  As  a  result,  a  viable,  profitable  sulphur  harvesting 
industry  has  emerged  to  make  sulphur  one  of  our  leading  exports. 

Forestry 

In  southern  Alberta,  we  are  cutting  the  last  of  our  original  forests  in  an 
attempt  to  expand  our  agricultural  land  base.  Our  forests  in  northern  Alberta 
are  seen  as  a  major  economic  resource  for  the  future  for  another  purpose  — 
capitalizing  on  a  renewable  resource.  These  forests  may  herald  the  largest 
diversification  initiative  the  province  has  seen  since  the  oil  boom. 

However,  as  a  province  we  have  to  ensure  that  reforestation  takes  place, 
and  that  the  mills  operate  in  an  environmentally  efficient,  safe  manner.  While 
we  can  increase  forest  yields  through  management  —  from  growth  of  two  to 
three  cubic  metres  per  year  in  wild  boreal  forests  to  12  to  15  cubic  metres  per 
year  if  Sweden  is  any  example  —  we  need  to  be  cautious  because  of  the  health 
hazards  of  pulp  processing. 
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Alberta's  restocking  standards  are  regulated  through  the  Forestry  Act 
timber  management  regulations.  All  harvested  areas  must  be  reforested 
either  through  planting  —  and  millions  of  trees  are  planted  annually  —  or 
natural  re-growth  fostered  by  cutting  techniques.  Aspen  (poplar),  indigenous 
to  the  northern  part  of  the  province  and  once  considered  akin  to  a  weed, 
regenerates  with  little  attention  required.  Spruce,  however,  requires  assis- 
tance in  its  regeneration  process.  Overall,  Alberta's  cut  areas  that  are  10-years-old 
and  older  are  96  per  cent  restocked.  With  the  potential  expansion  of  pulp  and 
paper  industries  planned  for  northern  Alberta,  Alberta  will  need  to  continue 
replenishing  her  resources  on  a  large  scale.  To  do  less,  or  to  relax  manage- 
ment regulations,  would  be  shortsighted. 

Currently  there  are  two  kinds  of  pulp  mills  —  kraft  mills  and  chemi- 
thermo  mechanical  pulp  ( CTMP )  mills  which  use  different  bleaching  processes 
to  break  down  the  fibre  in  wood  chips.  If  toxic  chemicals  or  by-products  used 
are  released  into  nearby  rivers,  we  risk  endangering  water  supplies  and 
impairing  the  ability  of  the  streams  to  supply  oxygen  to  fish.  One  of  the  major 
concerns  is  the  impact  these  mills  will  have  on  the  Athabasca  and  Peace  River 
water  basins. 


Organic  loading  of  a  river  by  pulp  mills  is  serious:  "The  organic  loading 
from  one  medium-sized  mill  is  equivalent  to  the  organic  loading  from  the 
treated  effluent  of  a  city  of  300,000."  Alberta  Environment's  job  is  to 
determine  if  the  Athabasca  and  Peace  River  basins  can  handle  the  effluent 
from  seven  large-sized  mills  the  equivalent  of  the  effluent  from  about  three 
and  one-half  Edmontons  or  Calgarys. 

We  may  be  buying  an  unknown  set  of  environmental  health  issues 
through  the  cumulative  effects  of  harvesting  and  processing  our  forests, 
particularly  in  an  area  already  dealing  with  complex  emissions  from  the  oil 
and  gas  industry.  While  many  are  not  convinced  that  there  are  health  prob- 
lems caused  or  exacerbated  by  increased  exposure  to  pulp  mill  emissions, 
there  is  mounting  evidence  of  upper  respiratory  tract  problems  (eye  irritation, 
sinusitis,  and  sore  throats),  lower  respiratory  tract  problems  (asthma,  bron- 
chitis, and  emphysema),  cardiac  problems  and  impaired  pulmonary  func- 
tions. Such  eventualities  must  be  taken  into  consideration  when  pulp  mill 
projects  are  being  assessed.  The  health  aspects  deserve  as  serious  considera- 
tion as  do  the  economic  benefits. 


Pollution  has  moved  post 
smoking  and  alcohol 
abuse  as  the  province's 
most  pressing  health 
concern,  the  president  of 
the  Alberta  Medical 
Association  says. 
The  Globe  and  Mail 
Wednesday,  Jan.  4,  1989 


The  legislation  for  pulp  mills  is  under  the  Clean  Air  and  Clean  Water 
Acts.  Total  reduced  sulphur,  sulphur  dioxide,  particulates,  and  water  vapour 
which  cause  heavy  winter  fogs  are  the  air  emissions  of  concern.  Both  industry 
and  Alberta  government  representatives  state  that  with  strict  adherence  to 
regulatory  controls,  environmental  protection  standards,  and  improving  tech- 
nology, proposed  projects  will  not  seriously  jeopardize  the  environment. 
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Source:  Environment  Views,  Vol.  1 1,  tt3,  Dec.  1988 


"Agricultural  chemicals  are 
potentially  hazardous  to 
health  —  the  problems  lie  in 
the  fact  that  it  is  unknown 
what  effects  these  chemicals 
will  have  over  a  period  of 
time." 

Women  of  Unifarm 


Industry  and  departments  of  environment  are  committed  to  Environ- 
mental Impact  Assessments  (EIA),  and  through  the  Land  Reclamation  Act  to 
provide  early  identification  and  resolution  of  significant  adverse  effects  on  the 
environment.  However,  concerns  expressed  about  the  lack  of  public  input  in 
Alberta's  approach  have  resulted  in  a  more  extensive  program  of  public 
hearings  on  proposed  pulp  mill  projects  in  a  greater  number  of  localities. 
Citizen  participation  will  increasingly  centre  on  the  environmental  impact  on 
health  in  both  the  short-  and  long-term.  This  public  process  is  being  consid- 
ered for  other  forestry  projects  as  well.  The  Alberta  government  claims  that 
the  new  federal/provincial  public  hearing  process  on  non-energy  project 
assessment  will  serve  as  the  role  model  for  other  provinces.  Such  a  public 
process  is  both  necessary  and  helpful. 

Agriculture 

Alberta  farmers  know  well  the  issues  of  resource  depletion  —  good  farm 
land  is  swallowed  up  to  accommodate  urban  growth.  Farmers  are  left  search- 
ing for  land  —  often  accepting  less  productive  land  that  is  more  easily 
depleted.  While  the  total  land  dedicated  to  agricultural  use,  approximately 
one-third  of  the  land  base,  has  remained  the  same,  more  and  more  is  of  poor 
quality.  Again  we  come  face-to-face  with  sustainable  growth  —  something  we 
didn  t  really  consider  a  decade  ago  but  which  is  at  the  forefront  today. 

This  loss  of  quality  land  makes  farmers  more  vulnerable  to  the  impact  of 
global  warming.  Probably  the  most  urgent  concern  with  respect  to  global 
warming  (greenhouse  effect)  is  the  decrease  in  world  food  output  —  because 
of  drought,  arable  lands  become  deserts. 

While  northern  Alberta  may  actually  benefit  from  global  warming,  it  is 
of  particular  concern  in  southern  Alberta  where  our  agricultural  land  is  in 
danger  already  because  of  high  winds,  less  rainfall  and  intensive  cropping. 
These  factors  decrease  the  amount  of  organic  material  in  the  soil  and, 
therefore,  reduce  the  fibre  content  that  makes  it  less  able  to  retain  moisture 
and  more  susceptible  to  wind  erosion. 

If  global  warming  goes  unchecked  and  polar  ice-caps  melt,  many  of  the 
low  lying  and  heavily  populated  areas  of  the  world  will  become  flooded  and  the 
people  displaced.  Environmental  refugees  will  seek  out  areas  like  Alberta  that 
might  still  have  agricultural  land  to  feed  them.  We  may  be  a  large  part  of  the 
problem  and  part  of  the  solution  —  if  we  can  keep  our  top  soil  in  place. 
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Farmers,  as  our  food  producers,  have  a  special  responsibility  to  ensure 
that  our  food  is  free  from  toxic  chemicals.  Every  year  in  Alberta,  hundreds  of 
thousands  of  litres  of  potentially  toxic  pesticides  and  herbicides  are  used. 
What  has  yet  to  be  established  as  fact,  however,  is  how  much  harm  these 
"sleeping  giants"  of  the  chemical  world  can  do  in  both  the  long-  and  short- 
term  to  the  environment  —  and  the  plants,  animals  and  people  that  live  in  it. 

Agricultural  producers  are  generally  not  part  of  land  use  decisions  and 
perhaps,  for  all  our  sakes,  it  is  time  we  recognized  that  they  need  to  be 
involved.  Their  livelihoods  depend  on  responsible  water  and  land  manage- 
ment policies  and  practices.  Recognizing  the  fragility  of  the  land  base,  they 
know  they  must  exercise  caution  in  their  use  of  fertilizers,  chemicals  and 
equipment;  and  must  depend  on  sophisticated  technology  to  assist  them  in 
determining  environmentally  sound  practices. 


"It  is  recommended  that 
health  care  put  pressure  on 
the  government  to  address 
the  problem  of  poisonous 
sprays  used  on  crops  in 
farming,  and  to  find 
alternative  solutions." 
H.  Reiswig 


District  Agricultural  Service  Boards  (similar  to  school  and  hospital 
boards),  producer  organizations,  district  agriculturists,  the  federal  and  pro- 
vincial departments  of  agriculture,  and  post-secondary  institutions  have  been 
active  in  delivering  on-farm  conservation  programs.  Research  stations  and 
experimental  farms  provide  other  sources  of  information  on  conservation  and 
development,  chemical  use,  and  crop  and  animal  production  to  Alberta  farm 


managers. 


Soil  Conservation  is  Everybody's  Business 


/dibcrra 

AGRICULTURE 

"It  is  recommended  that  there 
be  increased  emphasis  on 
protection  of  the  environment 
such  as  coordination  and 
research  of  the  quality  of 
ground  and  surface  water 
to  ensure  a  future  supply  of 
potable  water." 
Big  Country  Health  Unit 

"It  took  centuries  to  prove 
that  invisible  airborne 
bacteria  could  make  us  sick. 
Now  scientists  are  faced 
with  an  equally  difficult  task: 
proving  if  and  how  invisible 
air  pollutants  make  us  sick. 
How  does  acute  exposure 
to  sulphur  dioxide  and  other 
chemicals  affect  health?  We 
don't  know.  For  a  variety  of 
reasons,  science  has  not 
kept  pace  with  the  concern. 
Researchers  are  still 
developing  research  methods 
and  chasing  down  funding 
to  find  the  answers." 
Alberta  Heritage  Foundation 
for  Medical  Research 
September/October  1989 


The  Canada- Alberta  Soil  Conservation  Initiative,  a  joint  three-year,  $34.8 
million  program  announced  in  September,  1989,  is  part  of  a  new  $150  million 
national  soil  conservation  strategy.  Designed  to  promote  conservation  prac- 
tices, the  target  issues  are  soil  erosion,  salinity,  declining  organic  matter,  and 
on-farm  water  management.  Other  components  include  purchasing  marginal 
land  for  retirement  from  crop  production;  purchase  or  rental  of  special 
conservation  equipment;  provision  of  1.5  million  trees  annually  for  use  as 
field  shelter  belts;  and  a  special  conservation  program  for  Indian  Reserves. 
Professional  and  technical  support  services  will  be  provided  to  accommodate 
transfer  and  extension  of  soil  conservation  technology  and  information,  and 
to  assist  in  planning,  monitoring,  assessment  and  development  activities. 

Such  initiatives  are  not  only  welcome  but  necessary  if  we  are  to  protect 
and  sustain  our  land  base  and  ensure  continued  ability  to  produce  food. 

Petrochemical  and  other  manufacturing  industries 

A  major  factor  that  has  put  environmental  health  in  the  forefront  has 
been  the  dramatic  increase  in  the  number  of  chemicals  manufactured  since  the 
1940s.  One  source  estimates  the  number  of  chemical  compounds  manufactured 
in  North  America  to  be  60,000  or  70,000  -  with  700  to  1,000  being  added 
to  the  list  each  year.  Many  chemicals  are  considered  ''safe",  some  become 
"unsafe"  in  combination  with  others.  Too  often  we  are  dealing  with  unknowns. 

The  potential  for  impact  on  our  health  could  be  enormous.  Consider- 
able attention  must  be  given  to  determining  the  effect  of  exposure  and 
consumption,  and  to  disposing  of  various  chemicals  in  a  safe  manner. 

There  is  an  overall  lack  of  basic  scientific  knowledge  of  physical  and 
chemical  hazards  to  health.  Research  into  the  possible  effects  of  chemicals  on 
our  health  is  in  the  early  stages  of  development.  Insufficient  funding  and 
research  capability  are  seen  as  two  major  reasons  for  this  late  start.  Greater 
effort  and  resources  must  be  directed  to  such  research,  with  major  emphasis 
placed  on  determining  cumulative  effects  of  chemicals  and  contaminants  on 
our  health  as  a  result  of  entering  our  air,  water  supplies  and  food  chain. 
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As  industrial  growth  and  urbanization  continue,  monitoring,  main- 
taining, and  improving  the  physical  environment  remain  a  challenge.  For 
example,  although  the  Alberta  Clean  Air  Act  provides  the  legal  framework 
and  mandate  for  monitoring  air  quality  and  instituting  pollution  controls,  the 
provincial  definition  of  clean  air  is  phrased  in  terms  of  excessive  levels  and 
offensive  odours  without  explicit  reference  to  our  health.  However,  the 
federal  Clean  Air  Act  does  define  air  pollution  in  terms  of  contaminants  and 
their  effect  on  human  health,  safety  and  well-being.  In  addition  to  strengthening 
our  legislation,  there  is  a  need  for  stronger  enforcement  of  regulations  and 
higher  penalties  for  violation. 

Collection,  storage,  transfer  and  disposal  of  hazardous  wastes  —  those 
which  are  flammable,  reactive,  corrosive  or  toxic  —  are  being  dealt  with 
primarily  through  projects  and  initiatives  of  the  Alberta  Special  Waste  Man- 
agement Corporation,  in  cooperation  with  industry  and  consumers.  Esti- 
mated waste  generated  in  Alberta  varies  between  90  000  and  more  than 
200  000  tonnes  annually,  depending  on  various  factors  and  activities.  Approx- 
imately 68  per  cent  of  the  province's  hazardous  wastes  are  generated  in  the 
Edmonton  area,  and  12  per  cent  in  Calgary. 


The  Toxic  Trail 

Hazardous  waste  distribution  by  province 


Other  Nova  Scotia  Alberta  Columbia  Quebec 
3,9%       3.3%        6.6%        8.3%  29.0% 


Source:  Environment  Canada 


The  Alberta  Special  Waste  Management  Centre  in  Swan  Hills  is  the 
first  fully  integrated  special  waste  management  facility  in  Canada.  Current 
plant  capacity  is  between  15  000  and  20  000  tonnes  annually,  with  an 
anticipated  8  000  tonnes  expansion.  Organic  wastes  such  as  oils,  solvents, 
paints,  pesticides  and  PCBs  are  effectively  destroyed  by  high  temperature 
incineration.  Inorganic  wastes  including  sludges,  acids,  alkalis,  heavy  metals 
and  cyanides  are  treated  by  physical-chemical  methods  such  as  neutralization, 
oxidation  and  precipitation.  Explosives  and  radioactive  materials  which  are 
regulated  by  other  jurisdictions,  and  biological  and  laboratory  wastes  are  not 
accepted.  Disposal  techniques  are  state-of-the-art,  environmentally  safe  and 
constantly  being  scrutinized  for  improvement. 


In  addition  to  industrial  and  commercial  waste  disposal,  the  Alberta 
Special  Waste  Management  Corporation  has  been  developing  programs  to 
assist  in  the  safe  collection  and  disposal  of  household  hazardous  waste.  Begun 
in  1988  as  a  pilot  project  involving  eight  communities,  the  first  Toxic 
Round-up  collected  34  tonnes  of  paint,  oven  cleaners,  pesticides,  waste  oil, 
pharmaceuticals,  solvents,  photographic  chemicals,  antifreeze,  glues,  cements, 
wood  preservatives  and  other  household  cleaning  products.  The  1989  collec- 
tion resulted  in  approximately  250  tonnes  from  71  participating  communi- 
ties. The  program  is  expected  to  expand  annually. 


The  Alberta  Special  Waste 
Services  Association  is 
currently  drafting  a  code 
of  ethics  for  its  members. 
The  plan  is  to  have  the 
code  become  a  condition 
of  membership. 
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"Environment  and  lifestyle 
interventions  ore  seen  as  key 
determinants  of  health.  These 
changes  are  leading  to  a  new 
model  of  health  that  focuses 
on  not  only  individual  change 
but  environment  as  well: 
research  is  needed  to  support 
the  broader,  more  complex 
model." 
D.  Dooiey 


"Now  we  have  to  develop 
multi-causal  models  of 
disease  —  put  a  little  DDT 
with  a  little  air  pollution 
and  add  some  factory 
emissions  and  you  start 
to  have  an  effect  on  a 
person's  health  as  the  body 
burden  increases." 
Environment  Views,  1987 


"With  regard  to  air  pollution, 
there  appear  to  be  no  accurate 
sources  of  information  in 
Canada  and  it  is  necessary  to 
rely  on  the  good-will  of  other 
countries'  universities, 
departments  of  the  environ- 
ment, health  departments  and 
independent  environment 
groups  for  information." 
A.F,  Smith 


Issues,  problems  and  concerns 

The  Commission  believes  basic  good  health  is  associated  with  what  we 
eat  and  drink,  and  the  air  we  breathe.  Just  because  our  environment  looks  okay, 
does  not  mean  we  eat  food  free  from  toxins,  drink  water  free  from  chemicals, 
or  breathe  air  free  from  pollutants  —  cumulatively,  all  may  affect  our  health 
status  over  time. 

Detection  of  an  environmental  health  problem  has  always  been  the  first 
step  toward  developing  solutions,  but  correlation  between  cause  and  effect  is 
often  obscure.  It  should  be  remembered  that  the  concept  of  environmental 
health  had  its  roots  in  public  health  —  the  recognition  of  good  hygiene 
practices  led  to  clean  water  and  sewage  treatment.  The  environmental  role 
evolved  into  biophysical  monitoring  and  analyzing,  while  public  health  became 
a  separate  entity.  As  a  result  of  growing  public  pressure,  there  is  a  clear  move 
away  from  this  almost  strictly  biophysical  approach,  back  to  determining 
environmental  impact  on  health. 

We  need  to  address  how  we  monitor  our  environment,  and  understand 
how  changes  can  affect  our  health.  As  Albertans,  we  can  become  part  of  the 
team  in  the  global  race  to  make  our  environment  an  asset  to  our  health  rather 
than  an  increasing  threat. 

There  is  a  lack  of  basic  environmental  science:  what  to  measure,  how  to 
measure  and  how  to  use  the  measurements  when  we  have  them.  For  instance, 
information  on  the  level  of  air  or  water  pollution  does  not,  by  itself,  provide  an 
understanding  of  the  state  of  the  environment. 

Damage  to  the  environmental  resource  base  in  Canada  is  occurring 
more  rapidly  than  Canadian  scientists  can  measure  and  understand.  In  order 
to  assess  and  understand  the  impact  of  human  activity  on  the  environment, 
sustained  research  commitment  is  required.  But  more  importantly,  increased 
government  concern  is  needed. 

Currently,  programs  for  collecting  and  reporting  data  are  carried  out  by 
the  federal,  provincial  and  municipal  governments,  their  various  agencies, 
and  industry.  Countless  reports,  studies  and  programs  are  underway  nation- 
ally, provincially,  locally  or  as  joint  efforts  —  too  often  without  benefit  of 
coordination  of  existing  or  developing  data  on  environmental  quality  and 
natural  resources.  There  is  no  agency  or  institution  that  is  clearly  mandated 
to  assemble  and  compile  comparable  environmental  data  or  assist  in  its 
interpretation.  Avoiding  duplication  and  sharing  information  would  result  in 
more  cost  effective  and  efficient  collection  operations.  Knowledge  of  envi- 
ronmental health  impacts  should  be  akin  to  medical  break-throughs  which 
fall  into  the  public  domain  for  the  greater  benefit  of  all  of  us. 
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Sustainable  development  —  more  than  buzz  words 

The  worst  possible  scenario  would  be  that  all  of  us  accept  that  the 
environmental  trends  are  irreversible. .  .that  the  damage  is  already  done. .  .that 
we  might  as  well  continue  our  abuses. 

In  fact  there  is  much  that  is  already  being  done  to  effect  positive  global 
change,  and  more  that  can  be  done  if  the  political  will  to  get  tough  and  follow 
through  on  plans  for  conservation  of  resources  and  reduction  of  consumption 
can  be  mustered.  There  is  a  heightened  level  of  environmental  consciousness 
among  governments  and  industries  who  cannot  ignore  the  overwhelming 
evidence  substantiating  environmental  "negatrends". 

The  concept  of  sustainable  development  is  most  closely  associated  with 
Gro  Harlem  Brundtland,  the  prime  minister  of  Norway  and  former  chairman 
of  the  World  Commission  on  Environment  and  Development.  The  Commis- 
sion's report,  Our  Common  Future  defines  sustainable  development  as  ''devel- 
opment that  meets  the  needs  of  the  present  without  compromising  the  ability 
of  future  generations  to  meet  their  own  needs"  —  growth  can  only  be 
sustainable  if  it  is  environmentally  sound. 

HEALTHY  PUBLIC  POLICY 

Albertans  are  concerned  with  how  the  environment  —  the  surrounding 
water,  air,  and  land  —  affects  our  health.  In  the  future,  this  public  awareness 
will  continue  and  there  will  be  greater  involvement  in  maintaining  and  using 
a  healthy  and  safe  environment.  We  must  act  in  a  less  destructive  manner,  in 
order  to  sustain  the  environment  and  especially  our  health.  As  a  result  of 
individual  action  and  government  involvement,  healthy  public  policy  will  reflect 
concern  and  ensure  monitoring  of  the  health  impact;  and  provide  the  author- 
ity to  enforce  and  control  safeguards  of  our  air,  water,  food,  and  land.  We  will 
promote  research  and  encourage  technological  advances  in  protecting  the 
environment  in  order  to  minimize  the  ill  effects  on  the  health  of  all  Albertans. 


"It  is  recommended  that  the 
Provincial  Government  adopt 
a  philosophy  of  "Healthy  Public 
Policies'  and  ensure  that 
before  future  legislation  is 
enacted  it  take  into  considera- 
tion the  effects  on  the  health 
of  Albertans  and  that 
Community  Health  Environ- 
mental Health  Services  be 
enhanced  both  provincially 
and  locally  and  that  they  work 
cooperatively  with  the  Depart- 
ment of  the  Environment  to 
improve  the  environmental 
health  of  Alberta." 
City  of  Lethbridge  Health  Unit 


As  one  of  the  Brundtland 
Commissioners  observed, 
"The  survival  of  this  planet 
as  a  decent  home  for  all 
who  share  it  depends  on 
all  of  us  making  profound 
changes  in  the  way  we  do 
business." 

Robert  Collison,  Report  on 
Business  Magazine, 
July  1989 


The  environmental  impact  on  health  is  an  area  that  is  yet  to  be  directly 
addressed  by  the  Government  of  Alberta.  It  must  become  a  topic  not  only  for 
discussion  but  for  research  and  action. 

The  Commission  is  convinced  of  the  necessity  to  fully  address  environ- 
mental impact  on  health.  The  health  of  Albertans  must  be  considered  in 
determining  economic  development  and  job  creation  initiatives. 


"(It  is  recommended  that  the 
government)  enforce  environ- 
mental laws.  If  manufacturing 
firms  continue  to  pollute  the 
air  and  waterways,  fines  large 
enough  to  cover  the  costs  of 
cleanup  should  be  given  for 
each  day  the  infractions 
occur.  If  the  fines  are  ignored 
or  the  infractions  continue, 
then  the  company  should  be 
shut  down." 

Edmonton  Board  of  Health 
Staff  Nurses  Association 
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"We  cannot  have  health  and 
a  polluted  environment." 

L.  Erickson 


The  current  environmental  impact  assessment  procedure  under  the 
Land  Surface  Conservation  and  Reclamation  Act  requires  the  analysis  of  impacts 
of  proposed  development  initiatives  on  the  human  and  physical  environment, 
and  the  inclusion  of  proposals  to  avoid  or  lessen  adverse  effects.  However, 
there  is  no  specific  requirement  for  health  impact  to  be  defined.  This  legisla- 
tion must  be  strengthened  and  made  more  effective  by  specifically  requiring 
the  health  dimension  to  be  assessed.  It  would  seem  appropriate  to  designate 
Alberta  Health  as  one  of  the  departments  to  be  involved  in  the  process. 
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19.0  THEREFORE,  WE  RECOMMEND  that  the  Govern- 
ment of  Alberta  develop  an  Alberta  Code  of  Health 
and  Environmental  Ethics  no  later  than  1992,  by 
reviewing  current  policies  and  introducing  new  legis- 
lation, regulations  and  procedures  to  ensure  that  the 
health  impact  on  Albertans  is  given  full  and  equal 
consideration  in  matters  of  economic  development  and 
diversification,  and  job  creation; 

19.1  that  the  mandate  of  the  Environment  Council  of  Alberta 
be  strengthened  and  expanded  to  include  greater  auton- 
omy, more  authority,  and  more  responsibility  in  the  area 
of  the  impact  of  the  environment  on  health;  and 

19.2  that  the  Environment  Council  of  Alberta  work  in  close 
cooperation  with  the  Advocate  for  a  Healthy  Alberta. 

Directions  for  Implementation 


"It  is  recommended  that,  with 
regard  to  pollution,  there 
should  be  root-level  coordina- 
tion among  all  related 
ministries  such  as  Consumer 
and  Corporate  Affairs, 
Housing,  Agriculture,  Forestry, 
Fisheries,  Education,  (which 
is  very  important  not  only  in 
educating  the  public  but  also 
in  cleaning  up  the 
environment)." 
E.  Carlson 


The  Government  of  Alberta,  in  drafting  its  proposed  new  environ- 
mental enhancement  legislation,  should  include  all  aspects  of  environmental 
impact  on  health  for  public  reaction  and  additional  input.  In  the  interim, 
existing  regulations  and  procedures  could  be  up-dated  to  ensure  that  environ- 
mental impact  assessments  include  the  health  impact  assessment  as  a  com- 
pulsory component.  Industry  should  be  given  ample  warning  that  Alberta 
means  business  when  it  sets  its  environmental  standards  and  spells  out  its 
health  concerns  for  its  citizens. 
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In  the  long-term,  an  environmental  strategy  should  be  developed  using 
the  input  of  citizens,  policy-makers,  interest  groups,  scientists  and  industry. 
Involvement  of  Health  Authorities  in  impact  studies  being  conducted  within 
their  jurisdictions  would  be  significant.  Such  a  strategy  should  incorporate  a 
long-term  vision,  strategic  direction  for  specific  areas  of  impact,  and  convert 
into  short-term  action  plans  for  each  area  that  addresses  issues  which  are 
urgent,  important  to  the  public,  and  within  existing  control  and  resource 
capacity  at  any  given  time.  Leadership  and  momentum  are  needed  to  develop 
and  implement  responsive  public  policy. 

The  Environment  Council  of  Alberta  has  been  showing  leadership,  and 
such  efforts  should  be  encouraged  and  additional  resources  allocated  if 
necessary  to  enhance  the  role  of  the  Council.  Rather  than  assuming  a 
confrontational  role  with  Alberta  Environment,  the  Council  should  begin 
working  more  closely  at  establishing  a  more  useful  and  on-going  dialogue 
with  the  department.  Integrated  decision-making  and  collaboration  among 
the  Council,  government  and  industry  would  make  it  more  feasible  to  balance 
economic  initiatives  and  the  maintenance  of  a  healthy  environment. 


"It  is  recommended  that,  with 
regard  to  cleaner  air  and 
cleaner  water,  the  government 
get  tough  on  pollution  and 
provide  tax-incentives  for  big 
business  to  install  air 
scrubbers  and  also  provide 
tax-incentives  for  industry 
involved  in  waste-water 
management." 
N.  Balanko 

/dibcrra 

ENVIRONMENT  COUNCIL  OF  ALBERTA 


In  many  areas,  the  Environment  Council  and  the  Advocate  for  a 
Healthy  Alberta  will  share  the  same  concerns  and  require  similar  information. 
Each  should  keep  the  other  informed  of  activities  on  an  on-going  basis,  estab- 
lishing mechanisms  to  share  data  and  support  services  whenever  appropriate. 

Research  and  technology  to  enhance  the  environment 

Alberta  should  capitalize  on  its  forward-thinking  approach  to  environ- 
mental matters,  and  expand  its  efforts  in  the  development  of  research  and 
technology  in  environmental  health  and  protection,  and  renewable  energy 
sources.  The  world  is  looking  for  answers,  and  many  innovations  developed 
for  the  benefit  of  Albertans  would  be  marketable  elsewhere. 

The  Alberta  Environmental  Centre  was  opened  in  1979  in  Vegreville, 
and  is  Canada's  first  interdepartmental,  interdisciplinary  environmental  research 
and  service  agency.  Close  to  $50  million  has  been  invested  in  the  Centre, 
which  now  boasts  180  researchers  and  staff.  This  world-class  facility  provides 
us  with  a  firm  foundation  on  which  to  expand  our  efforts  here  and  abroad. 


Suggestions  are  available 
from  the  Environment  Council 
of  Alberta  "What  I  Can  Do  For 
the  Environment"  action  list, 
which  contains  environ- 
mentally sound  actions  on 
many  different  subjects,  from 
air  pollution  to  energy,  and 
health  promotion  to  environ- 
mentally friendly  products.  If 
you  have  comments  or  would 
like  to  suggest  or  obtain 
additional  actions  on  this  or 
other  subjects,  please  contact 
the  Council  at  800  Weber 
Centre,  5555  Calgary  Trail 
Edmonton,  Alberta,  T6H  5P9, 
phone  (403)  427-5792  or 
Zenith  06075. 
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Building  on  its  success  with  the  Swan  Hills  special  waste  treatment 
facility,  the  Alberta  government  has  announced  that  it  will  be  establishing  a 
centre  of  hazardous  waste  management  expertise.  This  new  initiative  will 
involve  the  coordination  of  national  and  international  marketing  of  Alberta 
hazardous  waste  management,  technology,  research  and  training.  As  well, 
Alberta  is  working  in  cooperation  with  the  ministries  of  Environment  Can- 
ada, Ontario  and  Quebec  and  their  respective  provincial  hydro  authorities  to 
develop  and  test  mobile  incinerators  for  the  destruction  of  PCBs  in  central 
Canada. 

A  small  number  of  Alberta  companies,  located  throughout  the  province, 
are  becoming  involved  in  environmental  technology  —  water/waste  water 
treatment,  waste  incineration  and  recycling  equipment,  and  electronic  instru- 
ments. Few  have  received  government  subsidies,  but  a  number  count  the 
government  among  their  customers  and  some  have  benefited  from  expertise  and 
advice  provided  by  government  agencies.  The  special  waste  treatment  facility 
at  Swan  Hills  is  operated  by  an  Alberta-based  company,  under  a  joint  venture 
agreement  with  the  Crown-owned  Alberta  Waste  Management  Corporation. 

20.0  THEREFORE,  WE  RECOMMEND  that  the  Government  of  Alberta 
encourage  further  research,  development  and  assessment  of  tech- 
nology, by  both  government  agencies  and  the  private  sector  and 
cooperatively,  in  environmental  health  and  protection  for  applica- 
tion to  Alberta  industry; 

20.1  that  Alberta  give  priority  to  becoming  a  world  leader  in  the  develop- 
ment of  innovative  uses  of  recyclable  materials  and  waste; 

20.2  that  a  program  of  assistance/incentives  be  initiated  by  1992  to  encour- 
age the  development  and  use  of  renewable  alternate  energy  sources;  and 

20.3  that  the  government  support  and  assist  the  private  sector  involved  in 
these  activities  to  market  their  technologies  throughout  the  world. 

Directions  for  Implementation 

Much  of  the  present  public  policy  dealing  with  the  environment  concen- 
trates on  encouraging  industries  to  install  remedial  technologies,  to  lessen 
the  harm  done  by  any  environmentally  harmful  production.  This  is,  in  itself, 
a  good  thing.  However,  it  should  not  be  the  whole  or  even  the  main  thrust  of 
public  policy  in  this  area.  Remedial  approaches  to  install  or  up-date  pollution 
controls  to  production  technologies  are  necessary  at  various  existing  facili- 
ties. Economically  it  will  require  considerable  financial  resources  in  order 
to  meet  new  standards. 


The  prime  focus  of  new  activity  must  be  directed  at  developing  cleaner 
types  of  new  technology  —  preventing  pollution  is  better  than  trying  to  clean  up 
afterward.  The  government  has  voiced  its  commitment  to  the  environment 
and  indicated  its  intention  to  develop  and  market  technologies  in  particular 
areas.  This  base  should  be  broadened  to  encompasses  all  aspects  that  could 
lessen  the  health  impact  of  economic  development  and  other  activities. 

On  the  premise  of  building  on  strengths,  the  Alberta  Environmental 
Centre  should  become  the  forefront  of  activity,  and  receive  additional  funding 
to  implement  some  of  its  innovations.  It  may  be  advisable  that  some  of  its 
proven  technologies  be  turned  over  to  the  private  sector  for  further  develop- 
ment and  marketing.  The  profile  of  the  Centre  should  be  raised  within  the 
province  —  internationally  it  is  highly  regarded.  Its  scientists  should  be 
sought  out  and  asked  for  their  opinions,  comments  and  ideas  by  the  media, 
the  public  and  other  government  agencies. 

New  recycling  policies  being  developed  by  the  government  should 
incorporate  encouragement  and  incentives  for  the  development  of  innovative 
uses  of  recyclable  materials  and  for  methods  of  rendering  materials  reusable. 

Recognizing  our  economic  reliance  on  fossil  fuels,  we  must  be  cog- 
nizant, nonetheless,  of  the  damage  to  the  environment  by  carbon  emissions. 
As  well  as  developing  alternate  energy  sources,  Alberta  should  be  playing  a 
major  role  in  the  alternate  uses  of  the  energy  sources  we  have  in  abundance. 
For  example,  natural  gas  and  petrochemicals  such  as  methanol  are  cleaner 
burning  and  less  harmful  than  gasoline,  yet  few  vehicles  in  Alberta  have  been 
converted.  In  addition  to  increasing  the  availability  of  fuel  pumping  stations, 
incentives  could  be  provided  for  vehicle  conversion. 

Necessity  has  often  been  the  mother  of  invention,  and  it  would  appear 
this,  too,  will  be  the  case  in  such  areas  of  concern  as  finding  replacements  for 
chlorofluorocarbons  (CFCs),  which  Canada  has  agreed  to  ban  by  the  year 
2000.  Already  major  work  has  been  done  on  the  use  of  helium  or  nitrogen  as  a 
substitute  for  CFC  refrigerants.  This  is  particulary  welcome  in  light  of  the 
desire  of  developing  countries  who  are  just  beginning  to  enjoy  the  conven- 
ience of  refrigeration  in  their  households.  Such  new  technology  must  be 
shared  early  in  production  schedules  to  lessen  the  threat  of  having  our 
intention  to  ban  CFCs  nullified.  Styrene  packaging  and  foams  will  have  to  be 
replaced  with  materials  that  do  not  threaten  our  ozone  layer. 

The  Commission  is  confident  that  whatever  new  technologies  are 
developed  in  Alberta  will  get  the  necessary  support  of  government  depart- 
ments for  promoting  and  marketing  abroad. 


Alberfans  shouldn't  be 
concerned  about  future 
energy  needs,  according 
to  RENEWABLE  ENERGY: 
THE  POWER  AND  THE 
POTENTIAL,  another  in  a 
series  of  discussion  papers 
prepared  for  the  Alberta 
Conservation  Strategy 
(AG),  and  published  by  the 
Environment  Council  of 
Alberta.  However,  our 
renewable  energy  options 
need  to  be  carefully 
studied,  in  the  light  of 
future  energy 
requirements. 

As  the  discussion  paper 
shows.  Alberta  has  huge 
potential  for  renewable 
energy  sources.  "The 
provincial  government 
should  seriously  consider 
renewable  energy  as  a 
viable  alternative  to 
today's  fossil  fuels, "  says 
Dr.  Joan  Snyder,  who 
chairs  the  ACS  Steering 
Committee. 

"There's  no  time  like  the 
present  to  begin  assessing 
Alberta's  future  energy 
needs,"  says  Snyder.  "We 
need  to  take  a  long,  hard 
look  at  our  requirements 
for  today  and  the  future, 
keeping  in  mind  a  healthy 
environment  as  our  end 
goal." 
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"It  is  recommended  that 
Charter  of  Rights  implications 
be  examined  concerning  the 
responsibility  of  provincial 
legislation  and  enforcement 
in  the  area  of  environmental 
protection." 

Special  Project  Committee 
of  the  Alberta  Branch 
of  the  Canadian  Bar 
Association 


Consumers  who  care  about 
the  environment  will  no 
longer  have  to  read  the 
small  print  to  find  environ- 
mentally friendly  products. 
By  January,  you  should 
start  to  see  labels  identify- 
ing products  which  are 
recyclable,  biodegradable, 
free  of  ozone-depleting 
gases  or  made  from 
recycled  materials. 
Environment  Views,  Vol.  II, 
#3,  Dec.  1988 


The  greening  of  Alberta  consumers 

Living  in  a  sparsely  populated  and  beautiful  province  makes  it  difficult 
for  some  of  us  to  fully  understand  the  effect  we  can  and  do  have  on  our 
personal  and  global  environments.  Recycling,  resource  conservation,  and 
pollution  controls  all  seem  issues  for  people  in  crowded,  heavily  industrialized 
areas.  Yet  our  obligation  and  responsibility  must  be  to  our  children  and  future 
generations.  As  individuals,  we  need  to  get  involved  in  becoming  green 
consumers  —  seeking  out  environmentally  safe  products,  recycling  what  we 
can,  and  responsibly  disposing  of  that  which  we  don't  need. 

Government  can  be  more  pro-active  by  accepting  and  exceeding  environ- 
mental targets.  Legislation  should  encourage  citizen  and  industry  involvement. 
Although  federal  and  provincial  policies  are  in  place  for  protection  of  the 
environment,  the  major  initiatives  come  through  cooperation  between  gov- 
ernment and  industry  and  from  grassroots  initiatives.  But  no  one  jurisdiction 
has  the  singular  responsibility  for  the  environment.  This  is  an  area  where  all 
of  us  must  do  our  best  to  ensure  environmentally  healthy  practices. 

Understanding  and  awareness  of  what  is  unsafe,  harmful  and  damaging 
has  increased  significantly. .  .to  the  point  where  86  per  cent  of  Canadians  have 
expressed  a  willingness  to  pay  more  for  green  products  which  are  often  higher 
priced.  Taking  action  within  our  households  or  converting  our  vehicles  to 
make  them  energy  efficient  may  cost  more  up-front,  but  savings  will  accrue 
annually  and  be  returned  over  time.  However,  paying  a  penalty  for  doing  what 
is  healthy,  and  sometimes  less  convenient,  is  difficult  to  understand. 

Various  business  and  industry  sectors  have  recognized  the  value  in 
appealing  to  environmentally-conscious  consumers  and  have  adjusted  pro- 
duction methods,  developed  new  lines  of  products,  and  designed  new  packag- 
ing. The  federal  government  will  put  its  seal  of  approval  on  goods  that  can  be 
recycled,  are  made  from  recyclable  materials,  are  free  from  threatening 
chemicals,  and  are  less  harmful  to  the  environment.  Only  those  goods  which 
meet  these  stringent  guidelines  will  be  allowed  to  use  the  Environmental 
Choice  Logo  —  the  EcoLogo. 
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21.0  THEREFORE,  WE  RECOMMEND  that  healthy  choices  be  made 
easier  choices  —  for  either  or  both  consumers  and  manufacturers  — 
because  they  have  been  made  cheaper  through  incentives  where 
appropriate; 

21.1  that  manufacturers  and  merchandise  outlets  be  encouraged  and  assisted 
in  labelling  those  goods  and  products  that  are  environmentally  friendly; 

21.2  that  the  Alberta  Food  Processing  Centre  and  other  similar  agencies  of 
government  which  assist  the  private  sector  in  testing,  packaging  and 
marketing  their  goods  and  products  develop  and  promote  the  use  of 
appropriately  labelled,  biodegradable  or  recyclable  containers; 

21.3  that  municipalities  play  a  larger  role  in  upgrading  disposal  and  recycling 
facilities  or  services;  and 

21.4  that  Alberta  Environment  and  other  departments,  and  the  Environ- 
ment Council  of  Alberta  communicate  ideas  regarding  individual  action 
and  responsibility  through  schools  and  to  the  general  public  on  the 
environmental  impact  on  health. 

Directions  for  Implementation 

Healthy  choices  can  be  made  easier  choices  if  they  are  cheaper  or 
comparable  in  price  to  those  goods  which  are  not  considered  to  be  environ- 
mentally sound.  It  seems  unfair  that  since  the  introduction  of  unleaded  fuel, 
consumers  have  had  to  pay  premium  prices,  higher  prices  than  those  set  for 
leaded  gasoline  which  is  soon  to  be  removed  from  the  market  because  of  its 
exceptionally  high  emissions  of  lead  and  carbon.  Such  penalties  are  inconsis- 
tent with  the  desire  to  clean  up  the  environment.  Rewards  or  incentives 
should  be  considered  for  either  companies  or  consumers  who  are  willing  to  do 
their  part  for  the  environment. 

Companies  which  produce  goods  or  render  services  that  are  considered 
to  be  environmentally  friendly  should  display  the  new  Ecologo  or  other 
universally  recognized  symbols  indicative  of  this  quality.  Careful  testing  to 
ensure  that  such  goods  and  services  meet  the  criteria  should  be  a  prerequisite 
for  use  of  the  logos.  If  necessary,  companies  should  receive  assistance  in 
re-designing  packaging  and  containers.  It  stands  to  reason  that  publicizing 
the  availability  of  such  logos  and  the  criteria  for  permission  to  use  them  would 
occur  on  a  wide-spread  basis. 


"It  is  recommended  that  clear 
information  be  readily 
available  on  products 
containing  potentially 
dangerous  materials." 
M.  Peplar 


THE  GREEN  SHOPPER 

(based  on  July  1989  western  pnces;  the  term 
"green"  is  used  to  designate  goods  free  of 
pesticides  or  other  suspect  chemicals.) 


Regular 

Green 

Large  eggs: 

1.45 

1.95 

Coffee  filters: 

1.59 

2.19 

Disposable  diapers 

(package  of  44): 

10.48 

9.38 

1  kg  Spartan  apples: 

1.96 

2,18 

1  kg  celery: 

.62 

3.85 

Spray  kitchen  cleaner 

(700  ml): 

2.59 

2.38 

1  kg  bananas: 

1.28 

1.65 

Toilet  paper  (four  rolls): 

1.79 

1.69 

2.2  kg  bone-shaped 

dog  biscuits: 

1.29 

1.25 

500  g  insecticide: 

6.99 

6.99 

1  kg  sirloin  roast: 

10.31 

13.17 

Total:  $40.35 

$46.68 

Source:  West  Magazine,  October  1989,  Vol.  1,  No.  1 


Irridated  Food  No  CFC 

Symbol  Symbol 


Gluten-Free 
Symbol 
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A  You-Can-Do-lt 
Checklist 

•  Recycle  all  paper  through 
the  blue  box. 

•  Start  putting  out  plastic 
film,  cardboard  and 
glossy  paper  in  the  blue 
box  system  this  year. 

•  Cut  down  on  the 
purchase  of  non- 
reusable  and  non- 
recyclable  materials. 

•  Cut  down  on  purchase 
of  packaging  materials. 

•  Separate  mixed 
packaging  as  much  as 
possible. 


Food  and  drug  labelling  is  a  current  concern  of  the  general  population. 
Consumers  are  demanding  better  and  more  information  about  food  and  drug 
contents  in  order  to  be  better  able  to  make  healthy  choices  in  using  these 
foods  and  other  products.  The  Health  Protection  Branch  of  the  Department 
of  Health  and  Welfare  Canada  provides  regulations  concerning  food  contents 
and  additives.  At  present,  they  are  examining  the  need  for  stricter  labelling, 
particularly  non-medicinal  ingredients  in  drugs,  such  as  fillers,  colouring  and 
flavouring.  According  to  the  Allergy  Information  Association,  at  least  20,000 
Canadians  suffer  from  an  allergic  reaction  to  drugs  every  year,  while  some 
5,000  per  year  are  actually  admitted  to  hospital  mainly  due  to  drug  reaction. 
In  Canada,  three  per  cent  of  acute  care  admissions  to  hospital  are  allegedly 
due  to  adverse  drug  reaction. 

Recycling  programs  have  been  extremely  successful  and  achieved  high 
participation  rates  in  those  areas  which  have  been  involved  in  such  activities 
as  Toxic  Round-ups,  and  the  blue  box  recycling  program.  These  initiatives 
should  be  expanded  throughout  the  province,  and  specific  regulations  should 
be  put  in  place  at  the  municipal  level  for  certain  disposal  practices.  For 
example,  the  health  field,  currently  a  major  contributor  to  hazardous  infec- 
tious wastes,  should  take  the  lead  in  disposing  of  such  medical  wastes  from 
hospitals  and  community  medical  practices.  Other  jurisdictions  might  follow 
the  Calgary  Board  of  Health  regulations  governing  disposal  of  waste  from 
doctors'  offices. 


•  Look  for  re-uses  of  as 
many  items  as  possible 
locally  —  e.g.  home 
projects,  playschool  art 
projects,  community 
projects. 

•  Recycle  bulk  cardboard, 
paper  and  plastics  where 
possible  through  local 
recyclers. 

•  Buy  products  in  "environ- 
mentally friendly" 
packaging. 


Land-fill  sites  are  becoming  an  increasing  problem  for  larger  municipali- 
ties in  particular.  Costs  are  accelerating  dramatically  and  public  pressure  is 
mounting.  "NIMBY"  —  Not  In  My  Back  Yard  —  is  becoming  a  familiar  cry. 
Innovative  recycling  and  waste  disposal  techniques,  such  as  are  being  imple- 
mented in  some  European  cities,  could  be  considered  for  application  in  Alberta. 

There  appears  to  be  no  end  to  the  number  of  things  that  can  and  should 
be  done  to  protect  and  enhance  the  environment.  Individual  action  is  vital  to 
this  achievement,  but  awareness  and  attitude  are  important  factors.  It's  easy 
enough  to  say,  "If  it's  environmentally  friendly,  buy  it.  If  it  isn't,  don't.  If  you 
can't  re-use  it,  recycle  it."  As  we  expect  our  governments  and  institutions  to  be 
our  role  models,  so  must  we  become  role  models  for  our  children.  What  may 
be  a  difficult  adaptation  for  many  of  us  who  grew  up  as  members  of  the 
disposable  society  could  become  second  nature  to  our  children. .  .and  the  only 
choice  for  their  children. 


•  Start  composting 


•  Be  an  active  lobbyist  for 
recycling  standards  for 
the  plastics  industry. 
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EPILOGUE 


FIRST  DRAFT  March,  2001 

FINAL  REPORT  OF  THE 

ADVOCATE  FOR  A  HEALTHY  ALBERTA 


BUILDING  ON  STRENGTHS 

Th€  mandate  of  the  Advocate  for  a  Healthy  Alberta  has  been  fulfilled.  As  this  is  the 
final  report  to  the  Government  of  Alberta,  it  gives  me  special  incentive  to  summarize  the 
.  highlights  of  the  past  10  years,  and  to  provide  my  personaHmpressions  of  the  achievements"' 
of  Albertans  in  their  pursuit  of  healthier  lifestyles. 

In  late  1989,  the  Premiers  Commission  on  Future  Health  Care  for  Albertans  made  its 
recommendations  to  the  Government  of  Alberta  after  two  years  of  deliberations.  Within 
weeks,  The  Rainbow  Report:  Our  Vision  for  IHealtli  was  released  to  the  public  for  their  reaction 
and  response.  Over  the  years,  most  of  the  21  recommendations  -  some  in  modified  form  - 
have  been  implemented.       .  - 

My  appointment  as  the  Advocate  for  a  Healthy  Alberta  became  effective  in  April, 
1991,  and  the  functional  objectives  as  outlined  by  the  Commission  have,  for  the  most  part, 
been  followed.  Indeed,  the  vision  statements  leading  tg  "healthy  Albertans,  living  in  a 
healthy  Alberta '  became  benchmarks  of  achievement  as  the  ongoing  mechanisms  for 
review  and  evaluation  of  the  health  status  of  Albertans  and  the  effectiveness  of  the  health 
care  system  were  developed.  In  keeping  with  the  vision,  the  Connmissjon's  principles  of 
People,  Choice,  Change,  Decisions  and  Opportunity  were  frequently  enunciated  in  conversa- 
tion and  correspondence  with  Albertans.  As  well,  these  principles  continue  to  be  used  in  the 
developrrient  and  formulation  of  healthy  public  policy/ 

There  are  countless  experiences  that  could  be  cited  as  memorable  during  these  past 
10  years.  None,  however,  has  been  more  rewarding  and  useful  to  me  than  the  openness  of 
Albertans  —  individuals,  patients,  health  tare  providers  and  administrators,  organizations, 
virtually  everyone  with  whom  I  came  into  contact  -  who  willingly  thus  immeasurably 
contributed  to  the  process  in  a  constructive  and  cooperative  manner.  It  was  their  genuine 
,  desire  to  become  involved  in  effecting  positive  change  that  enabled  my  task  as  the  Advocate 
to  be^ulfilled. 


Perhaps  the  most  noted  change  over  the  years  has  been  in  the  attitudes  of  Aibertans  - 
particularly  toward  their  own  approaches  to  health  as  they  adopted  healthier  lifestyle 
behaviours,  and  to  health  care  as  they  exercised  personal  control  over  choices  and  decisions. 
Pivotal  to  this  empowerment  has  been  the  transition  from  centralized  government  decision- 
making about  local  programs  and  services  to  elected  trustees  responsible  for  regional  Health 
Authorities.  Returning  control  to  the  people  within  communities  has  had  a  significant  impact 
on  the  relevance  of  priorities,  programs,  services  and  use  of  facilities. 

Overall,  health  promotion  and  illness/injury  prevention  programs,  for  instance,  have 
been  highly  successful  because  of  the  targeted  approach  taken  in  each  of  the  Health 
Authorities.  Having  been  able  to  look  at  the  specific  problems  within  their  communities,  the 
Authorities  were  able  to  design  programs  which  addressed  the  needs  of  the  people.  Individu-- 
als  -  supported  by  family  friends  and  health  care  providers  -  have  been  able  to  relate  better 
to  such  direct  assistance,  and  improvement  in  their  health  status  has  resulted.  : 

There  is  a  substantial  movement  in  a  healthy  direction  which  1  expect  will  reach  a 
plateau  -  that  is,  become  the  norm,  the  way  of  life  -  within  the  next  10  to  15  years. 
Determining  the  level  of  well-being  of  populations  is  a  recent  research  focus,  although  illness 
and  injury  data  were  relatively  prevalent  previously  The  office  of  the  Advocate  has  recently 
concluded  its  third  province-wide  Health  Status  Report  since  1992,  and  the  results  are  most 
encouraging.  -  -  . 

Aibertans  are  eatin^g  better,  exercising  more,  drinking  and  smoking  less,  and  experienc- 
ing fewer  illnesses  and  injuries.  They  are  living  longer  and  remain  disability  free  for  longer 
than  ever  before  -  we  are  adding  life  to  years  rather  than  years  to  life.  This  will  pose  new 
challenges  in  the  coming  years  -  how  to  provide  meaningful  and  productive  roles  for  an 
aging  population,  and  how  and  where  to  care  for  them  when  they  become  ill  and  unable  to 
fend  for  themselves.  The  scenario  of  children  in  their  60s  and  70s  caring  for  parents  in  their 
90s  and  100s  will  surely  be  commonplace.  .  . 

A  number  of  the  targets  set  by  both  the  Premier's  Commission  and  the  Advisory 
Committee  on  the  Utilization  of  Medical  Services  in  1989  have  been  achieved  or  surpassed. 
For  example,  average  birth  weight  has  increased  to  4  000  grams,  and  the  perinatal  death  rate 
has  been  reduced  to  six  per  100,000  population,  still  the  lowest  rate  in  Canada.  The  preva- 
lence of  both  breast  and  lung  cancer  has  been  reduced,  as  has  the  incidence  of  cardiovascu- 
lar disease.  Teenage  pregnancies  and  sexually-transmitted  diseases,  having  declined  only 
slightly  continue  to  be  major  concerns.  Drug  therapy  has  proven  effective  against  AIDS 
which  is  fortunate  since  the  incidence  of  the  disease  has  continued  to  increase. 

While  people  are  certainly  free  to  choose  their  own  lifestyle,  fewer  and  fewer  are  choos- 
ing to  smoke  because  of  peer  pressure^  cost  and  convenience  -  all  public  and  workplaces  are 
smoke-free.  Alcohol  consumption,  still  the  highest  irrCanada,  has  decreased  only  marginally, 
although  there  is  a  decided  move  toward  lower  alcohol  drinks.  The  social  stigma  and  severe 
penalties  for  impaired  driving  offenses  have  resulted  in  a  marked  reduction  in  convictions 
and  accidents  due  to  drunk  drivers.  The  most  dramatic  reduction  has  been  among  the 
teenage  population  who  have  clearly  heeded  the  message  about  not  driving  while  under  the 
influence  of  either  alcohol  or  drugs.  Indeed,  consumption  of  both  alcohol  and  drugs  among 
all  Aibertans,  particularly  young  people,  has  declined,  and  one  of  the  major  indicators  is  the 
suicide  rate  which  has  dropped  to  nine  per  100,000. 


-  Clearly,  we  still  have  a  long  way  to  go  in  achieving  what  is  considered  to  be  the  ideal.  We 
do  know  that  we  cannot  legislate  healthiness,  so  for  the  past  seven  years,  researchers  have 
devoted  great  efforts  to  finding  techniques  for  motivating  health-enhancing  behaviours. 
Importantly  many  of  these  have  been  incorporated  in  the  education  curriculum,  which  is 
now  structured  to  encompass  the  elements  necessary  to  attain  a  complete  state  of  well- 
being.  Since  knowledge  and  awareness  of  healthy  lifestyles  are  taught  from  early  childhood 
onward,  it  is  exciting  to  contemplate  how  sensitive  and  responsible  future  generations  will  be 
toward  their  own  health,  and  how  knowledgeable  they  will  be  about  wise  use  of  the  health 
care  system  -  when  and  should  they  need  it. 

What  will  no  doubt  prove  itself  in  the  coming  decades  is  that  the  ability  of  Albertans  to 
control  their  lives  —  to  be  responsible,  accountable  and  capable  of  making  healthy  choices  — 
is  an  important  factor  affecting  their  well-being.  People  who  have  a  sense  of  self-worth,  are 
able  to  determine  their  own  destinies,  and  are  surrounded  by  supportive  systems  are  at  less 
risk  of  becoming  and  remaining  ill.  I  cannot  stress  enough  that  continued  serious  efforts  by 
governments  and  communities  to  reduce  poverty  and  unemployment,  loneliness  and  isola- 
tion, and  risk  and  disadvantage  are  absolutely  essential.  - 

The  real  success  story  of  the  Premier's  Commission  recommendations  has  been  the 
emergence  of  the  uniqueness  of  each  of  the  Health  Authorities.  Despite  the  transition  taking 
longer  in  some  regions  than  in  Others,  the  move  to  local  authority  has  been  fully  realized.  The 
integration  and  coordination  of  health  and  social  service  programs  and  services  was  a 
massive  undertaking.  Those  areas  which  already  had  a  strong  base  in  providing  service  on  a- 
regional  basis  were  first  to  make  the  transition,  and  became  supportive  models  to  regions 
experiencing  difficulties.  Alberta  Health  worked  closely  and  cooperatively  to^.provide  guid- 
ance and  leadership  to  the  elected  trustees.  \  . 

The  setting  of  health  care  priorities  at  the  local  level  has  resulted  in  a  redeployment  in 
the  use  of  facilities  and  institutions  —  all  of  them  "specialize"  in  care  of  the  sick  as  is  most 
appropriate  to  the  needs  of  the  people  in  the  community  Inrural  areas,  particularly  there  is  a 
balance  between  acute  care  beds  and  those  needed  for  long-term  care  or  rehabititation, 
dependent  on  the  treatment  mix  required  by  patients.  Highly  complex  and  specialized 
treatment  is  provided  at  larger  urban  centres  but  patients  return  to  their  communities  as  soon 
as  possible  afterward  to  recuperate  at  home  or  in  the  local  hospital.  Technological  access 
through  satellite  and  computer  linkages  to  tertiary  facilities  within  Alberta  and  abroad  have 
provided,  and  will  continue  to  provide,  necessary  back-up  to  practitioners  in  all  regions. 
Out-patient  services  have  increased  dramatically,  as  have  homecare  services  as  alternatives 
io  institutionalization.  There  is  a  decided  up-swing  in  the  acceptance  and  use  of  substitute 
and  alternative  health  care  providers. 

Three  major  reasons  can  be  attributed  to  the  success  of  the  Health  Authority  approach 
to  health  and  health  care  services.  Firstly  while  hospitals  direct  their  primary  efforts  at  caring 
for  the  ill  and  injured,  some  have  truly  become  "centres  for  health".  Working  closely  with 
community-based  tiealth  agencies  and  organizations,  hospitals  that  have  the  space,  technol- 
ogy and  staff  cooperate  more  actively  In  promotion  and  prevention  programs,  and  the 
development  of  extensive  outreach  and  outpatient  services.  ^ 


Secondly,  there  has  been  a  remarkable  evolution  of  community  care  networks  as  the 
central  source  of  information  to  individuals  seeking  to  make  informed  choices.  The  networks 
have  been  the  greatest  influencing  factor,  particularly  in  rural  Alberta,  regarding  selection  of 
appropriate  and  alternative  services  and  programs.  Databank  records  in  Alberta  Health  and 
Health  Authorities  indicate  exceptionally  high  usage  by  consumers:  ^nd  providers  of  explor- 
ing options  through  satellite  and  computer  facilities.  Additionally  the  community  care 
networks  have  reinforced  the  joint  growth  of  individuals  and  families  —  including  the 
re-emergence  of  extended  families  beyond  the  traditional  concept  -  with  a  greater  commu- 
nity orientation  that  is  cooperative  rather  than  competitive. 

Thirdly  the  transfer  of  responsibility  to  individuals  to  manage  health  care  funds  - 
coupled  with  access  to  personal  health  records  -  appears  to  be  off  to  a  good  start.  Alberta 
Health  is  to  be  commended  for  its  enthusiasm  and  dedication  to  the  realization  of  both  these 
goals  whicfi  have  been  linked  together  on  compatible  systems.  Indeed,  pilot  projects  proved 
to  be  so  worthwhile  and  successful  that  the  program  came  fully  on  stream  last  year  -  five 
years  earlier  than  had  been  targeted.  While  usage  is  not  yet  universal,  there  is  widespread 
acceptance  by  young  and  middle-aged  persons  who  tiave  participated  for  three  decades  in 
the  micro-chip  era.  Still  in  its  early  stages,  patterns  have  yet  to  emerge.  However,  indications 
are  that  Albertans  are  managing  their  budgets  well,  seeking  alternatives,  and  finding  Alberta 
Health  Care  Insurance  counsellors  responsive  to  making  adjustments  when  necessary. 

New  attitudes  toward  health  have  gone  hand-in-hand  with  a  greater  sense  of  responsi- 
bility toward  the  environment  -  by  individuals,  governments  and  politicians,  and  the 
economic  communities.  There  is  a  realization  that  economic  well-being  cannot  be  separated 
from  individual  and  societal  health,  and  the  long-awaited  balance  has  been  struck. 

It  is  with  a  sense  of  pride  that  I  leave  my  post  as  the  first  and  only  Advocate  for  a  Healthy 
Alberta.  The  mechanisms  are  in  place  for  the  ongoing  collection  of  data  necessary  for  lis  to 
keep  track  of  how  we  are  and  what  we  need  to  retain  a  responsive,  relevant  health  and 
health  care  system.  The  interdependence  among  the  professions  is  much  less  an  issue;  and 
the  relationship  between  practitioners  and  administrators  is  at  its  strongest.  The  partnership 
between  providers  and  consumers  has  shown  to  have  distinct  advantages  for  both.  As  well, 
there  has  been  a  genuine  partnership  emerge  between  the  public  and  private  sectors  that  is 
highly  beneficial  to  the  people  of  Alberta.  , 

All  of  us  are  on  a  journey  toward  a  better  quality  of  life.  Our  hope  for  the  future  is  that 
new  directions  in  well-being  will  be  vehicles  for  greater  human  happiness,  health  and 
fulfillment. 

Respectfully  submitted. 


The  Advocate  for  a  Healthy  Alberta 
March,  2001 


PART  SIX 


CARING  AND 
COMMITMENT 


RESPONSES  TO  THE  INTERIM 
REPORT  ON  NURSING 


^  In  February  1988,  shortly 
after  the  estabHshment  of  the  Commission,  the 
Premier  requested  an  interim  report  on  the  major 
concerns  of  nurses  regarding  their  role  in  the 
delivery  of  health  care  in  the  Alberta  hospital  and 
nursing  home  system. 
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The  Commission  held  meetings  with  14  province-wide  associations, 
and  received  letters  and  written  submissions  from  close  to  500  individuals 
and  organizations.  As  well,  we  studied  numerous  national  and  international 
reports  and  discussion  papers  which  we  felt  would  be  useful  to  our  delibera- 
tions, hi  mid-June,  the  Commission  submitted  Caring  and  Coinjiiitnieut  — 
Concerns  of  Nurses  in  the  Hospital  and  Nursing  Home  System,  containing  14 
recommendations,  to  the  Premier. 

The  Interim  Report  addressed  the  terms  of  reference  provided  to  the 
Commission: 

To  ascertain  the  facts  and  make  recommendations  regarding 

•  the  major  concerns  of  nurses  regarding  their  opportunity  to  advance 
academically  and  through  increased  experience  in  subspecialized  areas 
of  nursing  care,  and  to  have  this  increased  expertise  recognized  by 
hospital  boards; 

•  the  degree  of  physical  danger  to  which  nurses  may,  from  time  to  time, 
be  exposed  through  their  work  activity;  and 

•  the  major  concerns  of  nurses  regarding  their  working  conditions  and 
rules  governing  employment. 

We  made  seven  recommendations  on  the  first  matter,  one  on  the  second,  and 
six  on  the  third. 

The  Premiers  Commission  on  Future  Health  Care  for  Albertans  is 
gratified  at  the  prompt  and  comprehensive  response  of  government  to  our 
recommendations.  We  also  recognize  that  there  are  organizations  and  groups 
outside  government  who  are  formulating  responses.  We  sense  that  changes 
are  being  initiated  —  that  various  groups  are  having  discussions  —  though 
the  impact  of  these  changes  may  not  yet  be  felt  in  the  system. 

Our  early  work  with  nurses  forewarned  us  of  the  complexity  of  the 
system... that  to  look  at  nurses  in  isolation  from  other  providers,  patient 
needs,  and  system  organization  would  not  address  the  central  concerns  of 
nurses.  However,  we  believe  that  the  principles  developed  by  the  Commission 
to  guide  us  in  our  overall  deliberations  regarding  health  and  health  care  also 
are  applicable  to  addressing  the  concerns  of  nurses.  It  is  possible  to  take 
excerpts  from  our  Interim  Report,  and  integrate  those  statements  with  the 
issues  of  change  for  the  entire  system. 
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These  are  our  five  principles  as  they  apply  to  nurses: 

People  —  We  believe  in  people  being  the  focus  of  the  health  system. 

"Nurses  feel  they  have  little  influence  on  the  major  decisions  which  affect 
their  daily  activities!' 

The  process  of  nursing  is  centred  on  caring  for  patients.  Nurses  have 
experienced  frustration  in  meeting  the  demands  of  a  system  which  forces 
them  further  and  further  from  this  focus.  Expectations  are  that  they  should 
carry  out  non-nursing  functions,  such  as  maintaining  pharmacy  and  clerical 
records  and  doing  housekeeping  chores,  and  implement  the  care  plans  of 
other  providers.  Basically,  most  nurses  like  nursing.  They  want  to  spend  more 
quality  time  with  their  patients  and  to  be  consulted  on  patient  care. 

Choice  —  We  believe  in  free  and  voluntary  individual  choice,  personal 
responsibility  and  duty  to  others. 

"The  quality  of  communications . . .  is  identified  as  a  major  problem.  This  — 
along  with  the  perception  by  nurses  that  management  is  a  highly  bureau- 
cratic, vertical  and  inflexible  structure  —  contributes  to  the  need  for 
different  management  approaches.'' 

Nurses  feel  they  could  contribute  much  more  to  their  patients'  care  and 
to  the  health  care  system  if  they  were  given  the  opportunity  for  greater 
involvement  in  the  decision-making  process  as  it  relates  to  both.  They  believe 
their  opinions  of  patients'  conditions  are  undervalued  and  that  they  should  be 
consulted  more  about  care.  Too,  they  have  ideas  on  improving  systems  and 
procedures,  but  they  are  seldom  asked  or  rewarded  for  innovative  thinking  or 
outstanding  performance. 

Nurses  want  more  time  to  sit  down  with  patients  to  discuss  less  intrusive 
choices  or  alternatives  that  are  meaningful  and  nurture  independence  and 
individual  responsibility. 

"...a  university  degree  as  a  minimum  educational  standard. . .  reflects  only 
one  solution  to  the  goal  of  increasing  the  education  and  skill  levels. . .  Many 
nurses  would  prefer  to  pursue  the  specialty  route  by  experience,  continuing 
education  and  post-basic  specialty  programs . . . " 

In  order  to  make  choices  for  themselves,  nurses  need  both  the  oppor- 
tunity and  the  options  to  make  career  decisions.  Given  the  availability  of 
courses  and  programs  of  specialty,  they  will  be  less  limited  in  their  scope.  In 
addition  to  choices  within  their  profession,  they  should  have  more  choices 
regarding  where  they  work  within  the  health  and  health  care  system. 


Change  —  We  believe  in  the  inevitabiHty  and  desirabihty  of  change  and  in  our 
abihty  to  manage  change  to  accompHsh  our  purposes. 

"A  sense  of  powerless  ness  pervades  the  nursing  profession. 

"Otir  recommendations  are  intended  to  help  nurses  overcome  their  feeling 
that  they  have  no  power  to  effect  change. . .  no  voice  in  decision-making. . .  no 
control  over  their  daily  tasks. . .  and  no  authority  over  aspects  of  their  work 
for  which  they  are  held  accountable." 

Nursing  is  the  largest  profession  in  Canada.  Nurses  are  important 
members  of  the  health  care  team  who  fulfill  the  primary,  around-the-clock 
role  in  caring  for  the  ill.  The  nursing  profession  —  indeed,  the  entire  health 
care  domain  —  is  undergoing  a  transformation.  The  next  decade  will  herald 
many  changes,  and  nurses  will  have  the  same  opportunity  as  others  to 
participate  in  achieving  their  ideals,  most  of  which  centre  around  provision  of 
quality  care  and  recognition  for  their  contribution  to  quality  care. 

Decisions  —  We  believe  in  health  decisions  which  are  most  effective 
and  least  intrusive. 

"There  is  confusion  as  to  who  should  be  performing  what  bedside  function. 
This  confusion  has  resulted  in  each  health  provider  group  independently 
devising  its  own  perception  of  what  it  should  be  doing.  Even  worse  is  the 
difficulty  of  working  together  as  a  cohesive  unit  since  each  group  feels 
threatened  by  the  other." 

Nurses,  particularly  on  the  day  shift,  in  acute  care  and  specialty  hospitals 
feel  they  are  limited  in  their  scope  and  ability  to  do  much  more  than  follow 
somebody  elses  orders.  While  they  may  have  access  to  the  finest  treatment 
resources,  they  resent  bearing  the  brunt  of  cost-containment  measures  which 
have  altered  their  responsibilities.  Community-oriented  nurses  who  work  in 
homecare  and  palliative  care  settings  are  given  less  support  and  resources 
than  their  colleagues  in  institutionally-based  intervention  facilities.  How- 
ever, they  do  have  more  autonomy  in  decision-making,  and  more  time  to 
spend  with  their  patients.  Because  they  may  be  the  primary  contacts  and 
caregivers,  their  chances  of  collarborating  on  treatment  with  other  providers 
is  greater. 


Nurses  may  be  asked  to  carry  out  procedures  to  which  patients,  families 
and  physicians  have  agreed,  but  of  which  they  have  Httle  or  no  understanding 
or  knowledge.  As  the  frequency  of  difficult  decisions  regarding  living  and 
dying  increases,  nurses  will  become  more  involved  in  the  outcomes.  Their 
knowledge  of  both  the  physiological  and  psychological  status  of  the  patient 
could  make  them  useful  participants  in  the  discussions  of  alternatives  and 
subsequent  support  to  the  patients. 

Opportunity  —  We  believe  in  making  the  opportunity  available  to  all 
Albertans  to  manage  their  own  health. 

''Despite  the  existence  of  occupational  health  and  safety  committees  in  all 
hospitals,  some  nurses  perceive  that  there  are  inadequate  procedures  in 
place  to  protect  them  from  exposure  to  radiation,  toxic  drugs,  hazardous 
chemicals,  or  infectious  substances  from  patients;  or  for  training  staff  to 
deal  with  the  physical  assaults  by  patients  or  intruders.'' 

Institutions  of  care  must  be  models  of  healthy  and  safe  work  environ- 
ments. In  addition  to  protecting  nurses  and  other  health  care  providers  from 
such  obvious  hazards,  more  attention  must  be  paid  to  conditions  which  cause 
stress  and  conflict.  Management  has  an  obligation  to  promote  the  interde- 
pendence of  the  health  care  disciplines;  to  offer  courses  which  address 
prevention  and  management  of  stress  and  conflict;  and  to  ensure  sufficient 
numbers  of  qualified  staff  to  adequately  care  for  patients. 

At  the  time  of  publishing  The  Rainbow  Report:  Our  Vision  for  Health, 
the  government  had  responded  to  nine  of  our  recommendations  in  the  Interim 
Report.  Some  of  the  remaining  recommendations  call  for  action  on  the  part 
of  other  stakeholder  groups. 

Approximately  $40  million  over  four  years  was  committed  by  the 
Premier  through  Alberta  Health  and  Alberta  Advanced  Education  to  a 
variety  of  post-secondary  programs  and  other  initiatives,  and  consultative 
processes  and  advisory  committees  were  put  in  place. 

The  majority  of  recommendations  received  positive  comment  and  wide- 
spread support  from  individuals,  groups  and  organizations.  A  summary  of  all 
responses  by  recommendation  is  carried  in  Appendix  VI  of  Volume  III. 


Some  of  the  concluding  remarks  in  the  Interim  Report  are  worth 
repeating  so  they  are  retained  as  part  of  Our  Vision  for  Health.  They  continue 
to  bear  the  significance  they  did  in  June  1988. 

"As  this  Commission  examines  the  health  care  professions,  so  must  the 
health  care  professions  examine  themselves.  And,  we  believe  that  there  can 
be  a  bonding  among  the  team  members.  There  can  be  a  re-emergence  of 
trust,  respect  and  pride,  not  only  in  themselves  and  their  chosen  fields,  but 
also  in  other  members  of  the  health  care  team. 

"The  role  and  responsibility  of  the  nurse  has  changed  dramatically  over  the 
decades.  The  adjustment  has  been  difficult.  What  has  not  changed  is  the 
kind  of  individual  within  society  who  chooses  to  become  a  nurse. 

"Nurses  continue  to  be  caring,  compassionate  people. . .  dedicated  to  helping 
others. . .  contributing  to  the  quality  of  life. . .  committed  to  their  profession. " 

The  Commission  views  the  responses  to  the  Interim  Report  recommen- 
dations as  the  first  steps  in  acceptance  of  the  broader  directions  we  have  set 
for  the  achievement  of  healthy  Albertans,  living  in  a  healthy  Alberta. 


P  A  R  T  S  E  V  E  N 

GLOSSARY  OF  TERMS  AND  ABBREVIATIONS 


acute  care:  care  or  treatment  for  illness  or  injury  of  short 
duration  or  sudden  onset,  requiring  concentrated  attention  by 
health  providers. 

acute  disease:  a  disease  characterized  by  a  single  episode  of 
fairly  short  duration  (typically  less  than  30  days). 

adult  day  care:  daytime  treatment  and  programs  intended  to 
maintain  and  monitor  functioning  for  individuals  unable  to 
provide  full  care  for  themselves;  used  particularly  by  the  elderly 
and  persons  with  chronic  mental  health  conditions. 

advanced  directive:  a  legal  means  by  which  patients  may 
communicate  their  preferences  for  end-of-life  decisions. 

AHCIP:  Alberta  Health  Care  Insurance  Plan. 

AIDS:  acquired  immune  deficiency  syndrome. 

AISH:  Assured  Income  for  the  Severely  Handicapped  program. 

alternate  energy  sources:  less  polluting,  abundani  energy 
sources  —  such  as  solar,  wind,  methane  and  geothermal  — 
which  could  replace  the  use  of  fossil  fuels. 

alternative  therapies/treatments  (also  called  "unconven- 
tional therapies"):  methods  of  prevention  and  treatment  not 
generally  accepted  within  the  framework  of  traditional  health 
care,  e.g.  acupuncture,  hypnosis,  biofeedback,  Native  spiritual 
practices. 

ambulatory  care:  all  types  of  medical  care  provided  patients 
outside  their  homes  without  their  admission  to  a  health  facility. 

appointed  guardian:  a  court-appointed  person  who  takes 
responsibility  for  making  personal  representation  and  deci- 
sions on  behalf  of  a  child  or  dependent  adult. 

appointed  trustee:  a  court-appointed  person  who  takes  respon- 
sibility for  making  financial  decisions  for  a  child,  dependent 
adult  or  a  deceased  person. 

attendant  care:  physical  care  provided  to  those  who  have 
difficulty  providing  themselves  with  basic  care  needs. 

auxiliary  hospital:  a  facility  for  the  treatment  of  long-term  or 
chronic  illness,  diseases  or  infirmities,  or  severe  mental  disorder 

basic  insured  services:  those  services  that  are  approved  by 
the  Government  of  Alberta,  after  consultation  with  health 
care  practitioners  and  consumers,  and  covered  by  the  Alberta 
Health  Care  Insurance  Plan. 

biomedical  ethics  (bioethics):  the  study,  principles  and  prac- 
tice of  good  conduct  with  regard  to  biological  matters. 

birthing  centre:  a  freestanding  facility  outside  a  hospital  in 
which  births  take  place  under  medical  supervision. 

birthing  room:  a  homelike  room  or  suite  usually  within  a 
hospital  in  which  women  deliver  their  babies  usually  in  the 
presence  of  family  members  and  often  in  the  absence  of  a 
medical  doctor. 


cardiovascular  disease:  any  disease,  such  as  heart  attack  or 
stroke,  that  pertains  to  or  affects  the  heart  or  blood  vessels. 

cardiovascular  fitness:  physical  fitness  as  measured  by  a 
rapid  return  to  a  normal  resting  blood  pressure  and  pulse  rate 
after  moderate  exercise. 

case-mix  funding:  payment  made  to  health  care  facilities 
based  on  a  formula  taking  into  account  the  number  and  kinds 
of  services  provided  and  the  levels  of  illness  and  dependency 
accommodated. 

CFCs  (chlorofluorocarbons):  synthetic  chemicals  used  mainly 
as  refrigerants  and  aerosol  propellants  which,  once  released 
into  the  atmosphere,  destroy  ozone  molecules. 

chemi-thermo  mechanical  pulp  (CTMP)  mills:  those 
employing  mechanical  refiners  and  using  chemicals  such  as 
sodium  sulphite  and  sodium  hydroxide  to  produce  pulp. 

chronic  care:  care  provided  for  long-lasting  or  long-term 
illness  or  disability  (either  physical  or  mental). 

chronic  disease:  a  disease  of  long  duration  (more  than  30 
days)  or  frequent  recurrence. 

community  care  networks:  local  information/referral  sys- 
tems designed  to  assist  individuals  and/or  families  in  obtaining 
and  using  community  and  regional  services  appropriately. 

complementary  health  practitioner:  person  practicing  alter- 
native therapies,  or  may  be  used  to  refer  to  other  members  of 
traditional  health  care  teams. 

content  analysis:  for  purposes  of  this  report,  a  computerized, 
research  information  program  used  to  store  and  analyze  issues 
raised  in  the  submissions  to  the  Commission. 

CT  (or  CAT):  computed  or  computerized  axial  tomography 
—  a  method  of  imaging  in  which  a  computer  is  used  to 
reconstruct  the  anatomic  features  registered  by  X-rays  of  plane 
cross  sections  of  the  body. 

cyclosporin:  a  substance  used  as  an  immune  suppressant  to 
combat  rejection  reactions  after  organ  transplantation. 

demographics:  the  statistical  data  of  a  population. 

designated  specialty  hospital:  see  tertiary  care  hospital. 

developmental  disability:  impairment  which  occurs  during 
the  developmental  years  and  leads  to  a  significant  loss  of 
functioning.  Major  conditions  include  mental  retardation.,  cer- 
ebral palsy  and  epilepsy,  although  many  other  conditions  can 
contribute. 

dignity  of  risk:  respecting  choice  by  patients  for  a  particular 
decision  regarding  their  own  health  even  though  it  is  recog- 
nized that  the  decision  introduces  a  greater  degree  of  risk  and 
therefore  may  be  more  costly  in  terms  of  suffering  and/or  cost 
to  the  individual  and/or  society. 

direct  payment:  monies  paid  by  the  government  directly  to 
certain  persons  with  long-term  disabilities  to  assist  them  in 
meeting  their  daily  living  and  care  needs. 


disability  insurance:  insurance  to  protect  against  the  added 
costs  or  loss  of  income  due  to  a  disabling  or  chronic  condition. 

EcoLogo:  the  Environmental  Choice  logo  granted  by  Environ- 
ment Canada  to  be  carried  by  the  "planet-friendliest"  products 
available  to  help  consumers  make  informed  choices. 

Empowerment:  the  recognition  of  the  responsibility  and  power 
to  make  decisions  about  ones  life,  involving,  for  instance,  the 
transfer  of  choice  or  decision  from  health  care  provider  to 
patient. 

enduring  power  of  attorney:  a  legal  process  through  which 
an  individual  can  appoint  another  person  to  act  on  his/her 
behalf  in  estate  matters,  even  if  at  a  later  time  the  grantor 
becomes  mentally  incapacitated. 

environmental  health:  the  area  of  study  that  assesses  the 
link  between  the  physical  environment  and  human  health. 

environmental  impact  assessment  (EIA):  an  examination 
process  to  determine  the  possible  effects  on  the  environment  of 
a  planned  industrial  project.  Such  information  enables  the 
early  identification  and  resolution  of  significant  adverse  effects 
on  the  environment. 

EPF:  Established  Programs  Financing. 

ethical  living:  acting  responsibly  and  with  respect  for  each 
other  and  the  environment. 

ethicist:  a  person  who  specializes  in  the  study,  understanding, 
and  communication  of  ethical  principles. 

euthanasia:  the  act  or  practice  of  killing  hopelessly  or  painfully 
sick  individuals  (active  euthanasia)  or  of  allowing  them  to  die 
in  comfort  without  all  possible  treatment  (passive  euthanasia) 
for  reasons  of  mercy. 

extended  care:  care  required  by  a  person  with  a  relatively 
stabilized  chronic  disease  or  functional  disability  who  requires 
the  availability  of  personal  care  on  a  24-hour  basis  with  medical 
or  professional  nursing  supervision  for  a  period  of  months  or 
years. 

FCSS:  Family  and  Community  Support  Services. 

fertility  rate:  the  number  of  live  births  to  women  of  child- 
bearing  age  in  a  population  for  a  given  year  (per  1000). 

fossil  fuels:  coal,  oil  and  natural  gas. 

functional  illiteracy:  the  inability  of  an  individual  to  engage 
in  those  activities  in  which  reading,  writing  and  calculation  are 
required  for  his  own  and  his  community's  development. 

glasnost:  openness;  voicing  one's  opinion  openly,  freely,  most 
commonly  associated  with  new  freedoms  in  the  Soviet  Union. 

global  warming:  the  increase  in  the  average  surface  air  tem- 
perature of  the  earth  because  of  the  (greenhouse  effect. 

green  consumers:  environmentally  aware  and  concerned  people 
who  are  informed  about  the  environmental  costs  of  the  prod- 
ucts they  buy  and  the  services  they  use.  They  aim  to  reduce 
consumption,  to  recycle  and  reuse  materials  and  refuse  to  buy 
polluting  products. 


greenhouse  effect:  the  entrapment  of  heat  by  the  blanket  of 
accumulated  gases  in  the  earth's  atmosphere. 

greenhouse  gases:  those  gases  which  contribute  most  directly 
to  global  ivarming:  primarily  carbon  dioxide  (produced  by  the 
burning  ot  fossil  fuels),  nitrogen  oxides,  freon  and  methane. 

Gross  Domestic  Product  (GDP):  the  annual  value  of  all 
goods  and  services  produced  by  an  economy,  provincially 
( Gross  Provincial  Product,  GPP )  or  nationally  ( Gross  National 
Product,  GNP). 

HIV:  human  immunodeficiency  virus. 

Holistic:  a  description  of  methods  of  disease  prevention  and 
treatment  that  involve  not  only  the  physical,  but  the  mental, 
psychological,  and  emotional  needs  and  lifestyle/home  situa- 
tion of  a  patient. 

homecare:  health  services  provided  in  the  homes  of  the 
elderly,  disabled,  sick  or  convalescent,  and  which  can  include 
nursing  care,  social  services,  homemaker  services  or  rehabilitation 
services. 

hospice:  a  program  providing  palliative,  supportive  and  respite 
care  for  terminally  ill  patients  and  their  families;  a  health-care 
facility  for  the  terminally  ill  that  emphasizes  pain  control  and 
emotional  support  for  the  patient  and  family,  typically  refraining 
from  extraordinary  measures  to  prolong  life. 

hydrocarbon  fuels:  carbon-based  energy  sources  including 
fossil  fuels,  wood,  peat  and  dung. 

illiteracy:  lack  of  ability  to  read  and  write  (see  ?i\so  functional 
illiteracy). 

Incentives:  monetary  or  non-cash  benefits  used  to  reward  a 
change  in  activities  that  minimizes  cost  to  the  health  system 
and/or  maximizes  service  to  the  public. 

in-patient  care:  care  given  to  an  individual  who  has  been 
admitted  at  least  overnight  to  a  hospital  or  other  health  facility. 

infant  death:  the  death  of  a  child  between  birth  and  one  year 
of  age. 

infant  mortality  rate:  the  number  of  infant  deaths  per  1000 
live  births  in  a  year. 

key-word  system:  the  Commission's  method  of  retrieving 
specific  information  related  to  issues  contained  in  the  content 
analysis  system. 

kraft  mills:  those  which  make  wood  pulp  by  digesting  wood 
chips  in  an  alkaline  solution  of  caustic  soda  and  sodium  sulfate 
(the  "sulfate  process").  Kraft  is  the  type  of  heavy  paper  (usually 
brown)  used  chiefly  for  bags  and  wrapping  paper. 

labour  force  participation  rate:  the  percentage  of  the  total 
labour  force  as  a  proportion  of  the  adult  population  15  years  of 
age  and  older. 

labour  force  participation  ratio:  the  comparison  of  the  num- 
ber of  people  in  the  labour  force  with  those  who  are  not  in  the 
labour  force  in  an  adult  population  that  is  15  years  of  age  and 
older. 


least  intrusive:  involves  discussions  with  patients  which  ensure 
understanding  of  the  process  involved  in  diagnosis  and/or 
treatment  of  disease  such  that  the  most  appropriate  and  least 
complicated  and  worrisome  process  is  used. 

long-term  care:  support  and  maintenance  services  provided 
on  a  prolonged  basis,  either  continuously  or  intermittently,  to 
individuals  whose  functional  capacities  are  chronically  impaired 
or  at  risk  of  impairment. 

medically  required  service:  in  Alberta,  any  services  pro- 
vided under  the  Alberta  Health  Care  Insurance  Plan  by  a 
licensed  medical  practitioner. 

mental  health:  the  capacity  to  interact  with  others  in  ways 
that  promote  well-being,  the  optimal  development  and  use  of 
mental  abilities,  and  the  achievement  of  individual  and  collec- 
tive goals. 

mental  illness:  a  disorder  of  thought,  mood,  perception,  ori- 
entation or  memory  which  grossly  impairs  judgement,  behaviour, 
capacity  to  recognize  reality,  or  ability  to  meet  the  ordinary 
demands  of  life  but  does  not  include  mental  retardation  nor 
disorders  which  are  restricted  to  relationships  between  the 
individual  and  society. 

Montreal  Protocol:  an  agreement  signed  in  1987  by  Canada, 
the  U.S.,  the  European  Economic  Community  and  21  other 
countries  to  reduce  world  CfC  consumption  207o  by  1993  and 
another  30%  by  1998. 

morbidity  rate:  the  number  of  cases  of  disease  per  1000 
population  in  a  given  time  period. 

mortality  rate:  the  number  of  deaths  per  1000  population  in  a 
given  time  period. 

MRI:  magnetic  resonance  imaging;  a  technique  for  reviewing 
internal  organs  by  using  the  response  or  resonance  of  nuclei  of 
atoms  of  one  of  the  bodily  elements  to  externally  applied 
magnetic  fields. 

natural  increase  in  population:  births  minus  deaths. 

neo-natal:  refers  to  a  baby's  first  four  weeks  of  life. 

net  migration:  the  difference  between  the  number  of  people 
moving  into  and  out  of  a  given  area  for  a  given  time  period. 

nurse  midv^^ife:  a  registered  nurse  with  special  training  in  the 
management  and  care  of  mothers  and  babies  throughout  the 
reproductive  cycle,  pregnancy,  labour,  delivery  and  birth. 

nursing  home:  any  of  a  wide  range  of  in-patient  health  care 
facilities,  other  than  hospitals,  which  provide  various  levels  of 
attendant  and  nursing  care  to  people  unable  to  care  for 
themselves. 


organic  loading:  dispersing  wastes  into  water  systems  in 
quantities  that  promote  rapid  growth  of  aquatic  vegetation 
thereby  depleting  oxygen  and  animal  life.  Also  applicable  here 
is  the  broader  term  "nutrient  loading"  which  is  the  excessive 
dumping  of  substances  containing  nitrogen,  hydrogen,  phos- 
phorus and/or  carbon  leading  to  mcreased  plant  growth  until 
other  nutrients  or  light  availability  become  limiting. 

orthotic  devices:  medical  appliances  that  support  or  brace 
weak  or  ineffective  joints  or  muscles. 

outreach  services:  assessments  and  treatment  services  pro- 
vided within  a  person's  natural  environments  —  home,  work, 
leisure,  etc. 

ozone  layer:  stratospheric  layer  between  1 5  and  3  5  kilometres 
above  the  earth's  surface  that  protects  the  earth  from  damaging 
ultraviolet  radiation. 

pain  clinic:  place  where  individuals  receive  treatment  alterna- 
tives designed  to  reduce  or  manage  chronic  pain,  usually  under 
the  care  of  a  multidisciplinary  team. 

palliative  care:  that  which  relieves  or  lessens  without  curing; 
a  program  of  active,  compassionate  care,  primarily  directed  at 
easing  the  dying  process  for  the  patient  and  the  family. 

particulates:  undissolved  particles  of  matter  in  liquid  or  solid 
form  suspended  in  air  or  water. 

pastoral  care:  holistic  support  and  counselling  of  a  spiritual 
nature. 

PCBs  (polychlorinated  biphenyls):  man-made  toxicants  (poi- 
sons) found  primarily  in  electrical  transformers. 

perinatal  death:  death  of  a  foetus/infant  during  the  late 
prenatal  period  (20th  to  29th  week  of  gestation),  the  birth 
process  or  the  first  seven  days  of  life. 

personal  care  services:  assistance  with  personal  and  domes- 
tic routines  of  daily  living,  usually  provided  by  a  trained  attendant. 

personal  portable  debit  card:  a  stnart  card  that  allows  con- 
sumers to  transfer  health  care  funds  accredited  them  by  the 
government  to  government-approved  health  care  providers  of 
their  choice;  a  means  to  implement  personal  portable  funding. 

personal  portable  funding:  a  health  care  payment  system  in 
which  individuals  pay  for  the  government-approved  health  care 
of  their  choice  with  credit  allotted  to  them  by  the  provincial 
department  of  health. 

physician  services:  any  medically  required  services  rendered 
by  medical  practitioners. 

poverty  line:  the  point  at  which  58.5%  of  one's  income  is 
required  for  the  essentials  of  food,  clothing  and  shelter. 


power  of  attorney:  a  legal  process  through  which  an  individ- 
ual can  appoint  another  person  to  act  on  his/her  behalf  in 
estate  matters  as  long  as  the  grantor  is  mentally  competent. 

PRIDE:  Parents'  Resource  Institute  for  Drug  Education. 

primary  care  hospital:  one  which  provides  routine  obstet- 
rics, medicine,  some  general  surgery  and  emergency  care  but 
does  not  require  specialized  equipment  or  the  skills  of  specialists. 

prosthetic  devices:  medical  appliances  that  act  as  replacements 
for  missing  body  parts. 

psychological  health:  see  Dientiil  heultlj. 

public  general  hospital:  see  pi  inhiry  ,i;c  nenil  care  l.iuspital  and 
secducLny  care  hospital. 

Public  Guardian  (Office  of):  the  government  branch  which 
administers  the  guardianship  provisions  of  the  Dependent 
Adults  Act  by  studying  all  guardianship  applications  and  making 
appropriate  recommendations  when  they  are  presented  to  the 
Court. 

Public  Trustee  (Office  of):  the  government  branch  which 
administers  the  Public  Trustees  Act  regarding  financial  mat- 
ters of  dependent  adults,  the  estates  of  minors,  the  estates  of 
deceased  persons  with  no  legal  representation  in  the  Province 
of  Alberta,  and  companies  in  liquidation. 

quick  response  teams:  health  care  practitioners  who  screen 
the  admission  to  hospital  of  older  patients  by  determining  if  they 
can  be  cared  for  at  home  and  then  making  arrangements  for 
appropriate  home  care. 

referral  hospital:  see  secoudury  care  hospital  and  tertiary  care 
hospital. 

regional  hospital:  see  primary  care  hospital. 

regionalization:  the  planning  and  management  of  health  care 
services  within  geographic  subdivisions  so  that  programs  and 
services  can  reflect  local  needs. 

rehabilitation:  the  action,  methods  or  process  of  restoring 
disabled  people  to  maximum  functioning,  independence  and 
adjustment,  and  of  preventing  relapse  or  recurrence  of  illness. 

respite  care:  patient  care  provided  intermittently  in  the  home 
or  institution  in  order  to  provide  temporary  relief  to  the  people 
who  are  providing  continuous  care  to  the  patient  in  the  home. 

robotics:  the  technology  connected  with  using  computer- 
controlled  machines  to  perform  manipulative  tasks. 

SAL:  Social  Allowance  program. 

secondary  care  hospital:  a  facility  equipped  to  handle  the 
majority  of  medical  problems  and  accept  referrals  for  specialty 
care  from  primary  care  hospitals. 


self-help  groups:  groups  of  persons  who  share  a  common 
concern  and  who  provide  support  and  mutual  assistance  to 
each  other. 

smart,  supersmart  and  optical  cards:  portable,  credit  card- 
sized  electronic  cards  or  discs  on  which  personal  and  confiden- 
tial information  can  be  stored  for  utilization  in  the  administra- 
tion of  health  care. 

specialist  (consultant):  a  health  care  practitioner  whose  prac- 
tice is  limited  to  the  study  and  treatment  of  one  class  of  diseases 
or  whose  professional  interest  is  confined  to  specific  organs  or 
systems  within  the  body. 

specialized  active  care  hospital:  see  secondary  care  hospital 
and  tertiary  care  hospital. 

STDs:  sexually  transmitted  diseases  including  chlamydia,  syphi- 
lis, gonorrhea,  HIV  and  AIDS. 

supplementary  insurance:  insured  coverage  for  health  care 
services  which  are  not  wholly  insured  by  the  provincial  health 
insurance  plan  and  which  constitute  the  basic  health  services 
provided  under  uniform  terms  and  conditions  to  all  residents 
of  Alberta  in  conformance  with  the  Canada  Health  Act. 

surgi-centre:  a  facility  that  serves  outpatients  requiring  surgical 
treatment  exceeding  the  capacity  of  a  physician's  office  but  not 
requiring  hospitalization  as  an  inpatient. 

tertiary  care  hospital:  highly  specialized  active  care  facility 
accepting  patients  by  referral;  usually  associated  with  research, 
teaching  and  training. 

therapeutic  abortion:  interruption  of  pregnancy  by  artificial 
means  for  medical  considerations. 

toxins:  used  here  to  mean  "toxicants,"  chemical  poisons. 

unemployed:  those  without  work  but  available  for  and  looking 
for  work. 

unemployment  rate:  a  representation  of  the  unemployed  as  a 
percentage  of  the  labour  force  (i.e.,  those  people  who  have  or 
are  looking  for  jobs). 

volunteer  society:  the  segment  of  the  population  who  offer 
their  professional  or  personal  services  on  their  own  initiative 
without  pay. 


Copies  of  The  Rainbow  Report: 
Our  Vision  for  Health  (print 
and  VHS  video  tape)  are 
available  from: 

Queens  Printer  Bookstore  — 
Edmonton 

2nd  Floor,  11510  Kingsway  Avenue 
Edmonton,  Alberta,  Canada 
T5G  2Y5 

Telephone  (403)  427-4952 

Queens  Printer  Bookstore  — 
Calgary 

455  -  6th  St.  S.W. 
Main  Floor,  McDougall  Centre 
Calgary,  Alberta,  Canada 
T2P  4E8 

Telephone  (403)  297-6251 

Requests  can  be  made  in  person,  in 
writing  or  by  telephone.  Cheques 
should  be  made  payable  to  the 
Provincial  Treasurer. 

Limited  quantities  available. 


Copies  of  the  Rainbow  Report: 
Our  Vision  for  Health 
video  version  may  be  borrowed 
from: 

Provincial  Film  Library 
2nd  Floor,  Queen  s  Printer  Building 
11510  Kingsway  Avenue 
Edmonton,  Alberta,  Canada 
T5G  2Y5 

Telephone  (403)  427-4381' or 
427-8942 

Copies  of  the  Commission's 
newsletters  are  available  at  no 
charge  from  the  Queen's  Printer 
Bookstores  in  Edmonton  and 
Calgary. 

Copies  of  the  video  tapes  of  all 
organizations'  presentations  at 
the  Public  Hearings  held  in 
Edmonton  are  available  from 
the  Provincial  Film  Library. 


Report  (at  cost)  -  $30.00 
Video  (at  cost)  -  $10.00 
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MACH  II  STOCK  EXCHANGE;  MILLER  COMSTOCK;  PETRO-CANADA, 
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